fter death. Page 4 


a 


Ld 


thin 24 bi 


te be executed wi 


ica’ 


The law requires that the death certifi 


€ 
coy 
3 
3 
s 
‘O 
& 
2 
o 
iS 
< 
£ 
3 
14 
s 
3 
a Canditians, if any, which (oh 
Eo gave rise ta immediate 
ac cause (a), stating the under- DUE TO 
Eero lying cause last. a} 
Be52 4 Paar il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(a)]19. WAS AUTOPSY 
> zo = 
$606 Kf yes] NOT] 
Kot 3S i [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 18.) 
 ¢ 3 apa ) | & | OR CONTRIBUTING CJ CAUSE OF DEATH 
Zeses G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
gages & [2c TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fom, hy (City or town) (County) (State) 
>ortss iy Hour a.m. While Nat while factary, street, affice bldg., etc. 
Bceee rs = pom. 19 lat wark [] af wark 
eae ey ; 5 
z = a “3 21. | certify that | attended the deceased from.__3_ IE | Ge P19... , ta. fe. Ek /_€Q., 19.__,that | last saw the deceased 
ae<28 
Zeass alive on 10/24[ ba _,19 %_______, and that death accurred nea WS from the causes and an the date stated abave. 
FE SOa5 ADDRESS (Street, city or tawn, state) DATE SIGNED 
<S0 0. ACTUAL 
ene ss ] SIGNATUR ae AGI bin he ton., 20 am) [2 bof LO 
2a 
@ 25 PHYSICIAN'S F 
a9 ost lo 
wege® rantiire My (RABEL TSO. 2 ie en? eee ery 
= 2 
BSE° , | 22a. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, ar caunty) (State) 
25 Ea ‘ : Ova GP Pe a 7 G. f/f, PAM 4 
ofoee (LS 2 4 LAL Le, NLON TO WA 
4 YY RAL DIRECTOR ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS AIS (4) CT 31 '60 » 
1SM 9/58 L Z AA poate 0CT 316 tatlun §, rasa 


11238 CERTIFICATE OF DEATH 11244 


Reg. Dist. No. 


| MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


vs 
33 1 Pace cri DEATH 2 USUAL RESIDENCE (Where deceased lived. If institutian: Residence befard’ edmissian) 
fo rs 


ve MARYLAND 


b. COUNTY CHR fobs. 


c. CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 


Wi hs oR Age 


d. STREET ADDRESS 


b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN 1b 
"RURAL and give nearest tawn) 


Niel BID SWEEKS 


d, NAME OF HOSPITAL (IF nat in haspital, give street address) 
OR INSTITUTION 


\) (#LEXAVLER NURSING Lt0 ME 


3. NAME OF First Middle 
DECEASED | 


Peres gah HORRY AYES 
S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8- ChB ‘OF BIRTH 


WIDOWED EE} pak SAN 1f- LE7F 


y the funeral di 


Pages 1 and 2 shauld be-fi 
< 
aie 


e. 1S RESIDENCE 
ON A FARM? 


yes [] Nof}— 
4, DATE Manth Day Year 


SEATH OCT Fue) 


9. AGE {In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last Pom Manths| Days Min. 
m8. 


10a. USUAL OCCUPATION (Gi 
during mast af warking life, 


Lum BLA. PL 


13. FATHER'S NAME 


ind af wark os 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry) V2. CITIZEN OF WHAT COUNTRY? 


en if retir Ut 


14, MOTHER'S MAIDEN NAME 


HN W BARNES MIBRY _SCMOPS0N 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? (16. NES SECURITY NO. INFORMANT Address PA) 


(Yes, 90, oF unknown) | (if yes, give war or dates of service) 


fo lS fo~-5 Wo, SLPS AN C fhehil. 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c).] INTERVAL 8ETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED 8Y: > : ‘ 
IMMEDIATE CAUSE in Or Fer ccaq Lorain, Carhig-i 
iy he 4 DUE TO 


Then please remave carban papers. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in 


MARYLAND STATE DEPARTMENT OF HEALTH 


t Hi e 3 of) DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
4 Je 


CERTIFICATE OF DEATH 11215 


eel 


Sage 
& 3 a, ple a UR 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence befare odmissian) 
8 j r oc a. STATE b. COUNTY 
Gea ats |ARYLAND. 
- 32 (K\ Carroll i Maryland Balto.City 
=. Sous b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
g sa — RURAL and give nearest tawn) > Vv ’_ Boxe - 
ees Sykesville 6yrs,9mos,29Hays Baltimore = Ci 
££ 22 i d, NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
Cc s OR INSTITUTION ON A FARM? 
e: 4 340 S. Bouldin St Yes [] NOE 
£5 3. NAME OF First Middle Lost ‘4, DATE Month Day Year 
x Bre DECEASED DEATH 
N 2a (yp oF rn S Beitz October 19 60 
= »8s S. SEX 6. COLOR OR RACE |7- MARRIED [7] NEVER MARRIED [XJ | 8. DATE OF BIRTH 9. AGE (In years 
3 sts last birthday) 
4 258 wivoweo[] _—ioivorceo ] | July 15, 1880 80 oy. 
a 
2 10a, USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
Bs 2 during mast af working life, even if retired) 
| Honsewo = Germany Germany 
13. FATHER'S NAME 


14, MOTHER'S MAIDEN NAME 


a 


Then pleose remave carban pagers. 


Amelia Beitz 


e 
=~ ce 

8 «ses R 2 

fo ee TS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 

3 oss (Yes, no, of unknown) | UNE yes, give wor or dotes of service) 

8 of 

Poo = = Springfield Hospital Records 

= = Ne 

8 ESE 1B. CAUSE OF DEATH [Enter anly one cause per line for (a), (b), and (¢).] INTERVAL BETWEEN 

B25 ONSET, AND DEATH 

 v ge PART |. DEATH WAS CAUSED BY: 24 

2, Baas £ r) |. IMMEDIATE CAUSE (a), 

= £ c aia 

2 aaa & gi y 4 DUE TO 

2 ~ > ral 

Ee getad Canditians, if any, which Hypertensive and arteriosclerotic cardiovascu~ 5 years 

2 GES gave rise ta immediate 

5 S86 cause (a), stating the under. ¢ DUETO lam disease, 

Geant yi last. 

5 af ying couse tas! to) 

Cec RS aupolsouresiasl 

3335. ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART l{a)|19. WAS AUTOPSY 
Svofs Q hoti PERFORMED? 
easest =| Pneumonitis, ~C.B.S.assoc.with senile brain disease with psychotic ves E) NOS] 
eer eS = |20a. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of itent 18. 

a & | OR CONTRIBUTING L] CAUSE OF DEATH 

“522. © (IF EITHER, NOTIFY MEDICAL EXAMINER) 

Sstss & [20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (State) 
$58 e8 s aor oem weak het oti factory, street, affice bldg., etc.) ! 

Z-2328 g its 19 Jat wark [7] ot wark i 

ape. = B 

e8 528 E F ; 

2 21.1 certify thot {I) (this hospital) attended the deceosed from. Sept-,-21,--.. 19.60, to Oct... 9,----. 19.40, that (1) (we) lost 
a o 

3 ‘Ss : 3 = saw the deceased alive on_October..94! 9_60,yand hat death occurred 2:03 30PM om the couses and on the dote stoted above. 
= =O3 & 220. SIGNATURE 72 ON 
< 557. ATTENDING MED. STAFF 

5 ‘ + | PHYS. DIRECTOR) PHYs. Gt 10/10/60 
pie fed 
ea z ic. PHYSICIAN'S 22d. ADDRESS 
3 IAME (Type) 

mez ee J, Raymond Gladue, M.D. Springfield Hospital, Sykesville, Md. 
a eee nr nn nS no ns eee 
& 82° 2 Tia. BURIAL, CREMATION, | 236, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ad. LOCATION (City, tawn, ar caunty) (State) 
zerPe Wi siprar , St.Paul Fifth Reformed Baltimore 

cae hee “\]24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 28a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


William Cook,Inc., 1217 St.Paul Street pare OCT 1360 Citar £ Haws 


VR AIS (4) 
ISM 9/59 


MARYLAND STATE DEPARTMENT OF HEALTH 


ot 


4 SS > DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 | 9 i 6 

ee 11246 CERTIFICATE OF DEATH 

& g = 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 

2 £3 oaceUy Carroll MARYLAND @. STATE Wig ryland b coUNTY Carroll 

= 3 3 A b. cin OR TOWN (lf BUS corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

5 and give nearest town) 

dee Rural-- Eldersburg 7 months y Rural-- Eldersburg 

Hae SS 4. NAME OF HOSPITAL (If not in hospitol, give street oddress) "d. STREET ADDRESS «1S RESIDENCE 

_ 

@: » P.0. Sykesville | Pp. Ow Sykesville vee] NOK] 
= 5 4 Nera First Middle ee 4. Dae Month Day Year 
3 iene  Prenk Ss. BEWNET/ | Slam Met: 

iy 5. SEX &. COLOR OR RACE ]7. MARRIED GR] NEVER MARRIED [] [© DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 lost Va ey) Months] Days | Hours] Min. 
Male White |woownQ ovorceot] November 21, 189 


11. BIRTHPLACE (State or foreign country) 


Maryland 


14. MOTHER'S MAIDEN NAME 


Elizabeth Shipley 


12. CITIZEN OF WHAT COUNTRY? 


U. S. Aw 


during mast of warking life, even if retired) 


Builder contracto 


13. FATHER'S NAME 


John R. Bennett 


100, USUAL OCCUPATION (Give kind af wark ay KIND OF BUSINESS OR INDUSTRY 


tle BUR eer 16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
Yes | W. W. IT (219-01-1678 Mrs, Mary Bennett PE eel Same as 2 


18, CAUSE OF DEATH [Enter anly ane couse per line far (a), {b}, ond (9.] 


PART |. DEATH WAS CAUSED BY: iy Cul! 
J x CAUSE (0) Caren Tis Ly Lb poche Ctl r 
DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hg 


© FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely 


# cond = K hte meer i, Masa  Carkese ALY 
5 gave rise to immediote oghae: rag 2 
couse (a), stoting the under. ce la. £) 
g%s lying couse last. my Boel 5 eee 76. 
$5 a a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
FS is 
€ c s yes(] No] 
2a 2 = |200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
gee & | OR CONTRIBUTING 11 CAUSE OF DEATH 
es © {(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sta & ]20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Hame, form, | 20f. (City or town) (County) (State) 
3 g rt Hour o.m. While NBL white foctory, street, office bldg., etc.) | 
BE. = Pm. 19 Jat wark [1] at work i 
Sey o 7 o 
SS> 21. | certify that (1) (this haspi Seape the ¥ ceased fram.____ We Dede = ieee ere Dy + =, that (I) (we) last 
Ky + € 
te 3 saw the deceosed. alive an. 7 O™f*_____ C0 ond that death occurred asd. & M, from the couses and on the date stoted above. 
£63 220, SIGNATURE 2b. DATE 
sie : “ ATTENDING MED. STAFF 
Se aff E : M.D. | PHYS. DIRECTOR PHYS. af Fe) 
z 
=] 
cod 
% 
” 
ra 
& 
oJ 
a 


‘ 22c. PHYSICIAN'S ‘22d. ADDRESS 
= Nave (ie) Howard E. Hall, M. D. a se oe 
Be 230, BURIAL, CREMATION, | 23b. DATE THEREOF hic Sana a eee eth Sa Se SO Gar sae 
25 puriar” | 10-7-1960 | Yayforsville” Cemete Waseeri" es. Ma's” 
ee \: ‘\ ]24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
‘smo (NY C. M. Waltz, Winfield, Md. pare OCT 7 ‘60 Cuittnt £ Focasien 


MARYLAND STATE DEPARTMENT OF HEALTH 


om 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 9 1 "9 
a ae 5 CERTIFICATE OF DEATH 
nA me 
& 2F M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
2 2 o. COUNTY Carroll MARYLAND 0. STATE Maryland b. COUNTY Balto,City i- Z 
£ 3 b. CITY OR TOWN (If autside carporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town) 
8 RURAL ond give nearest town) 2 / 
> SD Sykesville .25days Baltimore 31 y¥ Vi- *)- 
2 oe A ! d. NAME OF HOSPITAL (If nat in hospitol, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
cy * Ly ‘OR INSTITUTION ON A FARM? 
» S Springfield State Hospital 270 Herring Court yes E] No BY 
5 3. NAME OF First Middle Last 4. Date Manth Doy Year 
34 (Type or print) Clara Gladys Stem Boerner DEATH October 23, .. 19 60 
te) S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] | 8. DATE OF BIRTH 4 et iF aber TYEAR]IF UNDER 24 HRS. 
la (a 
Female White | wivoweo ovorco | November 18, 189 yell Bee een as 


12. CITIZEN OF WHAT COUNTRY? 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stale or fareign country) 
during most of working life, even if retired) 


72 hours ofter death 


Waitress - Maryland U.S.A. 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Harvey W. Stem Lilly Engleman 
Fa Shs Ces aEO eee Leet emery 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No Ist aes 21-01-1206 | Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only one cause per line for {o, (b), ond (c).] 
[ART |. DEATH WAS CAUSED BY: 
as vas causroay: Congestive failure 
oy ec 


Geranioueeny Cotten »__Arteriosclerotic cardiovascular disease. | 1 year 


INTERVAL BETWEEN 
ONSET AND DEATH 


days. 


Then please remove carban papers. 


crematian, ar remaval, and in any event, will 


factory, street, office bidg., etc.) | 
i 


Haur 9, m, 
p.m. 


While Nat while 
jot wark [] at work 


€ gave rise to immediate 
o couse (0), stoting the under. ( OUETO 
s lying couse lost. (2). 
8 fa Parr Il. OTHER SIGNIFICANT Fearne CONTRIBUTING T o typ a oa RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. Be ta auloey 
= =| Manic depressive reaction, manic ene 
os 2 
eo g = 200. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of iter 18.) 
5 OR CONTRIBUTING [J CAUSE OF DEATH 
ee U J{IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
a 
= 


i 

: 

; 

' 

' 
\ 
+3 

j 

! 
' 

' 

' 

' 

! 

1 

' 

H 

H 

' 

4 

' 

! 

t 

H 

' 
10) 
= 
a 
= 
& 
a 
z 


R ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hi 


d by the haspital ar attending physicion. 


page 3 should be detached far use as 
the Stote Board af Health priar to buria 


5 
8 
3 
s 
a 
3 
° 
= 
9 
m7 
= 
6 
2 
< 
a 
ry 
ra 
= 
= 
° 
5 


22a. SIGNATURE 22b. elle " 
a es MED. STAFF 
PHYS. OlReCTOR PHys. (& 10/21 ‘Bo 
% 22c. REVSIGIANS Trad. ADDRESS 
= aie rn ‘Raypbdd Clados, M.D; Springfield Hospital, Sykesville, Md 
Fa 3 2h. IE 23b. DATE THEREOF 23c. NAME vow aig) OR CREMA’ 23d. LOCATION (City, town, or county) {(Stote) 
pecify) { , 
ef Oh. 24 be 60 iF, ees PO 6 fo 
- 24, Ee. L oncroR 'S SIGNATURE ADRS 250. REC'D BY REGISTRAR 2Sb, REGISTRARS SIGNATURE 
1 ; d / 1 ft 
“Eee 97 3) 2a LT (pth Ss. ve) WO: PES a oe, oare OET 31°60 Cth £ Fina 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH ney. one 248 


2 ben: SSID ENCE es geroosed. lived. If institutian: Residence befare admission) 
a. STAI b. COUNTY 


1. PLACE OF DEATH 
9. COUNTY 5 


ADA g MARYLAND 


b. CITY OR TOWN (If outside corporate limits, write | c. pi (OF STAY IN Tb 
RURAL ond give nearest town} ——~ 

Af. t Piggadatt SY Z 

‘4. NAME OF HOSPITAL (IF not in hospitol, give street beg 


c. CITY OR TOWN Jff autside carporote limits, write RURAL and give nearest town) 


Lied. 


oad 

=e | 

hi 

f 

i 

tis. 

y 

thf 


‘uneral director, 


thin 24 y a death. Page 4 


3 DM pgaaae Mie, 

2 ‘d. " rye @. IS RESIDENCE 

“ OR INSTITUTION, . ONA FARM? _ 

is Xx 3 bpt le f 39 LL ves] No — 

2 

5 3. N, First Middle lost 4. DATE Month Yeor 

ie DECEASED , )/ ‘ OF 

4 (Type or print) POV LRUIM S30 f/V DEATH OC7, en Go 

é S. SEX 4. COLOR OR RACE I MARRIED E>] NEVER MARRIED [-] | 8. DATE OF BIRTH %. AGE IIe yao If UNDER 1 YEAR| IF UNDER 24 HRS. 
5 ; : Min. 

3 Fite ANZ wipowep [] Divorced [] tits ¥4 Lb S. Ss 


10a, USUAL OCCUPATION (Give kind of work done| Mies KIND OF BUSINESS OR INDUSTRY a, fore tate’ ‘or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 


dyring most of working life, even if retired) * . Z, 
F ¥ : 
A ip £24 kta thre lye ae ore OY: Sages 
13. FATHER'S NAME - ‘ 14, Y ele NAME 
Oyen vite ee 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? a SOCIAL SECURITY NO. agp —LA Address 


ps 
& 


Then please remave carbon 


|, cremation, ar remaval, and in any event within 72 hours offer dea 


(Yes, no, oF prea) | NE yes, Chehalis: dates of service) Le- 04 G. 1 + ; 
18. CAUSE OF DEATH [Enter only one cause per line aa (0), Le cond (c)-] re — [ssn BETWEEN 
PART |. DEATH WAS CAUSED BY: Eg ea 
IMMEDIATE CAUSE (a) CpUMe bcc eg ee Oe ne ee) Bro 
i 5 | DUE TO 
Conditions, if a which ) 


gove rise to immediote 
cause (0), stoting the under. ( CUETO 


lying couse lost. te) 


The low requires thot the death certificate be executed w 


: After this certificate hos been signed by the attending physicion and completely filled in by the f 


. 


the registror prior to burial 


€ 
Be 
c = 
ee 
Bes a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tf) 19. WAS AUTOPSY 
gos 2 —— 3 
aga 0 S Ca VitArt ee pt) mutatet clr. ar AL ig er ves [] No [4—— 
= ares {| [200. ACCIDENT WAS UNDERLYING 0 . DESCRIBE HOW INJURY OCCURRED. {Enter nffure of injury in Port gr Port Il of item 1B.) 
35 & | OR CONTRIBUTING [J CAUSE OF DEAT a j 
Zes2 & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
2sts & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120. {City or town) (County) (Stote) 
S5l¢ 4 Miter. cot ata While NS Sila foctory, street, office bldg., etc.) | 
z fey = p.m. 19 lat work [] ot work [) — t == 
esse . me fi 
z = eT] 21. | certify that | attended the deceased from._/ Sia 9, te £ __-. 19:¢4that | last saw the deceased 
a 2 aw 
oo eu olive on Aege g7 , 194___, and that death accurred at_//¢._M, fram the causes and an the date stated abave. 
E=Os ‘ADDRESS (Stree, city or town, stote) DATE SIGNED 
<505 } Jactuat 3B ‘ AL ‘i : 
oe oO SIGNATURE. : A tr, Ct 
> 
ry 
° 
= 
” 
° 
S 
° 
a 


PHYSICIAN'S 2 a 
me NAME tive Cor fo (Sp SAL 22S Ca 
ay Zo. BURIAL, CREMATION, | 226. DATE THEREOF ‘Zc, NAME OF CEMETERY RY 
Qs \ REMOVAL (Specify) R 0 c ; 
ofo d GAS MeBA_- 4, at he 
ee i \ $23. FUNERAL, DIRECTOR'S SIGNATOR! ADDRESS * 
VS AIS (4) \ es pa, 3 
1SM 9/58 "LLM fi)? Viet lena Lh 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND A 1 el g 


CERTIFICATE OF DEATH 


oll 


NAME (Ty 


J. Raymond Gladue, M.D, 


T, 


ol 


~ se a 
i B i J) |\) PLACE OF DeaTH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission 
Ls °. °. b. COUNTY - 
Saree Carroll be soa Sean Maryland Balto.City 
oo 46 b. CITY OR TOWN (IF outside ite limits, write 2 TY F STAY | CITY OR TOWN (IF outside te limits, write RURAL ond gi it town! 
3 g2 th ok. ubseuntielcerperet limits, wi ©. HERS. is Ih Bs ic é (IF outside corporate limits, wri ‘ond give neares! ey f 
a ee Sykesville 27 days. Baltimore 12 be y 6 
wen d. NAME OF HOSPITAL (If nat in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
rl ge OR INSTITUTION ON A FARM? 
@: 0 { c|_Springfield State Hospital 5 Orkney Court yes NOx] 
a 5 3 —|3 NAME OF First Middle lost 4. DATE Month Doy Yeor 
= -. : 
= 244 (Type ar print Ella Musser Bullock DEATH 10 Us 1960 
£ »8s S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE Cie oe TYEAR) IE UNOER 24 HI. 
=: 2 . lonths ours in. 
2 an8 Female White wioowen GF —_oivorceo] | July 31, 1880 ys el 
eae ats TOo. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
. os during most af working life, even if retired) 
5 vee Housewife - Pennsylvamia U.S.A. 
3 i B & 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME. 
2 S8é Lal e 
g fet William H. Musser Sarah E. Shiffer 
= 392 Ts, WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 abs (Yer, 20. oF unknown), {If yes, give wor or dates of service) 
NG No - Springfield Hospital Records, 
$3 
3 ie 2 18. CAUSE OF DEATH [Enter only one cause per line far (a). (b), ond (c).] INTERVAL BETWEEN 
Sf is a PART |. DEATH WAS CAUSED BY: x 
ae es IMMEDIATE CAUSE (a)________-_ Bronechonneumonia 5 days 
5 f83 l } 9 ] DUE TO 
Si. 
= 825 Conditions, if any, Which (bo 
s ges gove rise to immediote 
3 $2'§ couse (0), stoting the under- ( OVE TO 
ges 3 ; lying couse lost. te 
SH tes 3 Paar il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
2eois =| C.B.S.assoc.with senile brain disease with psychotic reaction. SD) NOD] 
2aso5 “16 
2 < Y 
Fo cas = [200. ACCIDENT WAS UNDERLYING C]__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of ilem 18.) 
Z55,5 & JOR CONTRIBUTING L] CAUSE OF DEATH 
zEets 3 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g S585 a 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (State) 
Spr ed a foctory, street, office bldg., etc.) ! 
z So w 1 
eee = 
eo;22 3 4 ‘ 
2 $ aan 21. | certify that (I) (this haspital) attended the deceased from...March 17__. 1998 toOctober 1h 1960, that (1) (we) last 
Hi 
2 ¥ 3 saw the deceased alive an October Ahn iz 60, and that death accurred at_2Pw, fram the causes and an the date stated abave. 
e = 3 & 22a. SIGNATUR 7b. DATE 
~. ATTENDING MED. STAFF 
s a gs PHYS. O_pirector D) _PHys. Er October 1h . 1960 
2e ‘2c. PHYSICIAI 22d. ADDRESS 
ag 
2 
cai” 
ms 
ga 
a2 


a s 230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 

¥ > REMOVAL (Specify) Was Cc 

9 5-60 nion Cemetery Belle Fonte, Pennsylvania 
e ‘24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2S0. REC‘D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


@ TO FUNERAL DIRECTOR: After this certific 


Sz 


Bre 
aa 
=> 
== 
po 


Wm.C ok,Inc., 1217 St.Paul Street oareOGT 1 7 '60 caren 


MARYLAND STATE DEPARTMENT OF HEALTH 


] 1 1 2 z 3 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 res i) 
" CERTIFICATE OF DEATH 

- ss 
oS 3 : i ae Ga vr UsUR pepe {Where deceased yes iepAcy Residence before admission) 
iJ La a. a. 
“Sa CARROLL prea 
=e b. CITY OR TOWN (If outside corparate limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
g s a RURAL and give nearest tawn) 
v $2 Sykesville years Baltimore 31 
2 2 d. NAME OF HOSPITAL {If not in haspital, give street address) d. STREET ADDRESS. Se e. IS RESIDENCE 
os = 15 OR INSTITUTION = \ 4 } - al oH A FARM? 
@ pringfield State Hospital St, = VV ves ENO fd 


Ewes 3. NAME OF First Middle 4. DATE Month Day Year 
=) oe Dl 
SC TShE vee urna) George C. Bulter DEATH October 12 1960 
- s98 $. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED PX | 8. DATE OF BIRTH 9. AGE (In yeors [IFUNOER 1 YEAR|IF UNDER 24 HRS. 
= ake last birthday} [Months] Days | Hours] Min. 
= as Male white wiooweo []__pivorceo [1] 1880 80.2». 
ee ie ma 10a. USUAL OCCUPATION (Give kind of work done]10b. KIND OF BUSINESS QR INOUSIRY 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 
Bb SOS during mast af warking life, even if retired) 
Spek Barber lich 4 U.S.An 
o) Pe eae arber 
4 c 
2 638 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Bo. 
© 58s 
8 2A Frederick C. Bulterr Elizabeth Martin 
= $6 Ts. WAS DECEASED EVER IN U, 5. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
\ = & — a (Yes. no, or unknown) {IF yes, give wor or dates of service) 
‘eS ze | Spr: iS Records. 
3 eRe 1B. CAUSE OF DEATH [Enter only one cause per line far {a), {b], and (c).] [Seer 
ao f 
eg o5f PART | DEATIUMEDIATY CAS (a, Carcinoma of the pancreas with biliary obstruction weeks_ 
5 £e£5 / » 7 DUE TO 
aaeoe Canditians, if any, which (o) 
Pega gave rise to immediate 
Senet cause (a), stating the ynder- ( CUETO 
Setar lying cause last. to 
860% dymgiecussilasts 
3285 — 3 Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Sears re 
fs < 5 yes] Nok] 
e855 | Dementia Praecox, hebephrenic type 
Ps = 9 : 7 
Foogs i | ae ACCIDENT WAS UNDERLYING C1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | oF Part Il of item 1B.) 
Evae 5 
a ee: < | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
2stss & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) {State} 
aos 
Es (ae a a Hour a.m. 1 [While g Not while Buctorymsweati cieice, Bike jc), 
ape? = pm. at work [] ot wark ‘ 
Saxss 10/11 60, that (I 
zeeas 19___ ,.ta--- Vs At ____, + 19-24, that (I) (we) last 
Zge 
34 gs saw the A alive on_20/. See Seceel I O I'M, fram the causes and an the date stated abave. 
E=65 3 Za. SIGNATURE / 22b.ATE 
Ss) ATTENDING __ MED. STAFF 
Sag acs \ Ane TA ety Bs. M.D. | PHYS. C)__oirtctor RM) PHys. 16/11/60 
“4 7 
S52 22c. PHYSICIAN'S Tad. ADDR a 
@: as NAME (Type) ‘Springfield State Hospital 
eee ee |e ee) ee Bitehman MD.) eet | : 
Eres» 
B28 Hie. BURIAL, CREMATION, |73b, DATE a "na NAME OF “en town, or county) 
252 os fo-14-60 
3 ¥, 
° 1S ray ore, 


‘2Sb. REGISTRAR'S SIGNATURE 


Re 
> 
xo T 
a 
Sz 


ae 


Ceatbat of Pata 


A $ Se . Se Sa. REC'D BY REGISTRAR 
ZG. fi a bah Naor 4 760 


MARYLAND STATE DEPARTMENT OF HEALTH 


od 


<>) +p DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 9 
11224 CERTIFICATE OF DEATH 112¢4 
es 
S 3 7 1. mace Gee 2) USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
- : 2 ba o b. COUNTY 
ee Carroll MARYLAND Maryland Mont gome: 
££ 3 “e b. CITY - TOWN {If outside corporote limits, write cc. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ¢ a RU! ind give Teme st town) . ps 
3 52 ykesv lyr.lmos .23days Dickerson {S ce 
2 Ly / d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS iy . 1S RESIDENCE 
c= 3 Wie OR INSTITUTION ON A FARM? 
@: Springfield State Hospital White's Ferry yes [] Nox} 
ews 3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
re {Type or print Rosa May Cubitt Butler DEATH October 5, 1960 
es 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] |8. OATE OF BIRTH 9- AGE {in yeors [IF UNDER TYEAR| IF UNDER 24 HRS. 
s Jost agen Months] Days | Hours] Min. 
4a Female White —[wiroweoge _ovorceoO] | Jan, 26, 1882 yes. 
a “ 10e, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a8 during most of working life, even if retired) 
Housewife - U.SeAe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 
° : George Cubitt Christine Monred 
se) 1s. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
§ (Yas, 00, oF vaknown) UF yes, give wor or dotes of service) 
; No _| - - Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b). ond (c)-] INTERVAL BETWEEN 
a , PARTI. DEATH WAS CAUSED BY: Bronch neumonia Da’ 
5 ial CAUSE (0) op ys 
2 
= 


a Es 24 DUE TO 


€ Conditions, if ony, de Severe anemia secondary to bleeding esephagee® Days 
: or castes atta BETO wloer 
}, stoting the under: 
= lying coute les «) Arteriosclerotic heart disease Years 
5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
= C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction. we) Noo 


20a. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH “ 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Se 

20e. PLACE OF INJURY {Home, farm, | 20f. (City or town) (County) (Stote) 
factory, street, office bldg., etc.) | 

H 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 


Hour 0. m. While _ Not whife 
p.m, jot work [_] ot work 


21. | certify that (|) (this haspital} attended the deceased fram. May. mes... 1959 . ta Octoher _ the 19.60., that (I) (we) last 
saw the deceased alive an October _5,19 60, and that death occurred ail. 3FMm the causes and an the date stated abave. 


MEDICAL CERTIFICATION. 


RECTOR: After this certificate has been signed by the attending physician and campletely filled 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 
page 3 shauld be detached far use as the buri 


}d by the haspital ar attending physician. 


220. SIGNATURE p- ” /p 22b. DATE 
ALEVE COL ATLL E 7 mole ™S Gy Bitcror FINE oe 10/6 
. 4 2c. ASGENS { 22d. ADDRESS 
es delCampo, M.D, Springfield Hospital, Sykesville, Md. __ 


23d, LOCATION (City, town, of county) {Stote! 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, withig 


RE OVAL Catal. 


oy OF CEMETERY OR CREMATORY 


TO HOSPIT, 
may be rd 
TO FUNERAI 


2S0. REC'D BY REGISTRAR | 2sb. REGISTRAR'S SIGNATURE 


pate OCT 11 760 Onthun £ Aiasa 


o< 
as 
ea 
= 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
1 i 4 5 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 9 2 9 
eh dst 
& 35 M iF, tER y a USUAL RESIDENCE {Where geceased lived. If institution: Residence before oy ion) 
ute a. °. * b. COUNTY 
e os MARYLAND d 
id 2 LL CLL, VILE EL, 
= cee b. CITY OR TOWN (IF optside corporote limits, write | ¢. 15 OF STAY IN 1b ait OR TOWN [If outside corporote limits, write RURAL ond give nearest tawn) 
8 oa URAL o1 ji fest toyn) i AD 
2 52 Z ; x 
ane LA Le; rae 
& 22 d. NAME OF HOSPIT#X (IF nat in oe give street Ls a STREET ADDRESS @. IS RESIDENCE 
o= 4 OR INSTITUTION, J ON, A,FARM? 
@: . ves Sef no [J 
Ewes 3. NAME OF First Middle Lost 4, DATE Manth Doy Year 
=. tee DECEASED OF 
& 24 (Type or print) S HO DEATH (L : ALS) 
© AAA 
Pe es 5. SEX 6. COLOR OR RACE |7. MARRIED[L] NEVER MARRIED SRE 8. DAJE OF BIRTH 9. AGE ps Pi, IF UNDER 24 HRS. 
5 5 7) H 
: Hh Zi) __|woowory _oweneol A Me 9/9 73 i * 
3 
rs 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (State or forgign Lee 12. CITIZEN OF WHAT COUNTRY? 
3 during#rost of working life, even if retired) WA ¢ fz. Re 
S ALIA e <a A. * 


13. ae NAME 


= 
Siw Sr. 
ae py 
3 3 
= Ea 
5 
g 8 
©, € 
ages 
awl 1 
2 $827 LZ) 
HESS N\ Ze. 
aa, 5. WAS DECEASED EVER IN U. S. RRMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMAN’ 
5 6 § 5 gy" | UF yes, give wor oF dates of service) i, . 1) 
o or > _— _~ - 
2 ee 
9 S ge 1B. CAUSE OF DEATH [Enter only one couse itm line for (0). as ond {c}. — (ATERVAL BETWEEN 
ges 3 PART |. DEATH WAS CAUSED BY: ei Ahir bebe ane eaet 
Se BS IMMEDIATE CAUSE (0) lot 
5 =e § +0- DUE TO. 19 57 
Se 
re ae Conditions, if any, which ia 
3s BES gove rise to immediate 
5 686 covse (a), stoting the under- ( DUE TO 22 Ct bo 
og% % 5 tying couse lost. © 
3285: = Parr ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
SPS2+6 = 
eases en 3 yes(] nol] 
reues = 200, ACCIDENT WAS UNDERLYING (]__|20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
Z55 50 & | OR CONTRIBUTING L] CAUSE OF DEATH 
<eeee © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
g ° 3 65 & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. {City or town) {County) (Stote) 
S52 e45 = fleur oe While Nat White factary, street, affice bldg., etc.) | 
zz272 = p.m. 19 lat work [] ot work [J H 
ones r : : wD; 
z sea 5 21. | certify thot (I) (this hospital) ottended the deceased fram.______ L 57. 19s to 2A CLF 1962, that (I) (we) last 
<2 + 
Pa 35 saw the deceased olive naa fl ea a 19.60, and thot deoth occurred off 9M, from the couses and on the dote stated obove. 
E03 22a. SIGN. 2b. DATE 
aa5°r ATTENDING MED. STAFF iN 
eee &- Slee M.D. | PHYS. DIRECTOR () us: QO Boy He) bk bo 
@ 23 We. PHYSICIA\ 3 22d. ADDRESS 
i mn HowWheD 2 4A 
weces “\Hto nit ee ae 
& a3 z 3 Q 23a ee Step 3b. DATE THEREOF 3c. NAME QF CEMETERY OR CRGMARORY tote) 
>Do 2) peg 
Dou go 2 fO- oe YA 
E, at Lf tA a 
ape. \\ 24. FUSER AS DIREC na 7 oe RES ¢ 250. REC'D BY REGISTRAR | 25b. REGISTKAR'S SIGNATURE 
VRAIS (4 z: SSP Ue, pate OCT 2 6 "60 Cuban £ fGous 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


MoH 


= ce 44223 

a ¥ 1. Le eaten 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befo¥e adrtidsion] 

é a. ©. STATE b, COUNTY - 

- $8 Carroll MARYLAND Maryland Baltimere , 

. 2 all 

= 2 b. CITY OR TOWN (IF outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town) 

8 sf RURAL ond give gegrest town) ‘| 2 

> S53 ykesviile 51 years Baltimore City 

2 22 4. NAME OF HOSPITAL {IF nol in hospital. give street oddress) || d. STREET ADDRESS = «1S RESIDENCE 

o = f F, 4 

@: cS) Springfield State Hospital unknown x y of Yo ves E]_No C#* 
z 
° 3. NAME OF First iddl 4. DATE 

se ad DECEASED ist Middle Lost i yan % Yeor 6 
3 (Type or print) ELLA DIGKEY | DeatH 19 0 
& S. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [-] | 8. DATE OF BIRTH GE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 


9A 
lost burthdoy) [Months] Doys | Hours] Min. 


WIDOWED [3 bivorced [] about 1879 


BA 3 . 
a 254 
c £33 
= 3 
See Sane] 
ests ‘ 
3 Suz Female White ke de 
£ ea. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
g 883 during most of working life, even if retired) t %, 
g zet Housewife Pennsylvania U.S.A. 
g °3 &g . FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
$.9 
§ 3 z D.E. Schoedler unknown 
ce Gate 1g, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
= ¢GE¢ fas, no, ot unknown) {IE yes, give wor or dates of service) - = . 
ieee | Pea, Record - Springfield State Hospital 
& eS 8 
6 2 8e 1B. CAUSE OF DEATH [Enter only one couse per line for {0}, {b), ond (<).] INTERVAL BETWEEN, 
& g25 ONSET AND DEATH 
see PART |. DEATH WAS CAUSED BY: 
pe. ones IMMEDIATE CAUSE (o}, Days 
5 FS rs) } DUE TO : 
ed ee inaiin kr 
aces OTT Sa Consestive heart failure Month. 
3 pes gove cise to immediote te 
ese (Sues couse (0), stoting the under- ( DUETO 
eee aes ; . 
fers. lying couse lost. @_ Coronary arteriosclerosis Years 
228 aps é Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie)|19. WAS AUTOESY 
a ae) e 
ey32 Yes} NO] 
og eee Uv 
eC ct = 
pe eA & [200. ACCIDENT WAS UNDERLYING C]_[20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
Zt, 5 & | OR CONTRIBUTING L] CAUSE OF DEATH 
eeuf— © |(F EITHER, NOTIFY MEDICAL EXAMINER) 
ee = ae = 
2 ais 0 5 & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
E5fes 3 Hour 0. m, While Not while Wen Bn Tis ioe aka 
Wry ese = p.m. 19 lot work [J] ot work t 
Ba yod ° ; 5 
= 3 ae 21. 1 certify that (I) (this haspital) attended the deceased fram._.(=2_. 19.58, a 10-16 et 3 J 19.60, that (I) (we) last 
<2 ° 
3 * & Bs saw the deceased alive an. ie) A ie) and that death accurred at (216 ¢ fe causes and an the date stated abave. 
a2 
=O 220. SIGNATURES , 2b. DATE 
iS 38 Br ° R Ae, a ATTENDING MED. STAFF SIGNED 
2p so Vv : M.D. | PHYS OO) bikector 0) PHYs. fo =lo -v 
. 3 Pec. ere * 22d. ADDRESS 
y 2 y s q 2 : 
ole ita 5. Glahn, M.D. _Springfield State Hospital, Sykesville,Md 
= 2 
a of 2 i & 20. ae 23b. DATE THEREOF d ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
aD OD ‘ WV, specify %, 
a es g2 XQ urial Oct. 20,1964 Laudon Park Cemetery | Baltimore, Md. 
te BY) ERAL PIRECTOR'S aoe | 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
VR AIS (4! ; p 
Toa 9/59) 4600 Liberty Hghts,|:« OCT 1 9 ‘60 Onktun §£, Faw 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


I CERTIFICA OF.DEA 
If institution: Residence befare admission) 


2. USUAL RESIDENCE (Where deceased lived. 
b. COUNTY is | 


Mde Larry City 
c. CITY OR TOWN (If citside corporate limits, write RURAL ond give nearest town) 


3V¢ i 
e. IS RESIDENCE 
ON A FARM? 


yesQ) No) 


of 


11224 


MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write 


c. LENGTH OF STAY IN 1b 
RURAL ond give nearest tawn) 


Baltimore 


d. STREET ADDRESS 


322 S. Gilmore 


Middle Lost 


s after death. Page 4 
'y the funeral directar, 


e 


) 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 
Street 


OR INSTITUTION 
olden Age Guest Home 


First 


3. 1E OF 
DECEASED 
{Type ar print) 


4, DATE 
OF 
DEATH 


Pages 1 and 2.should be filed with 


urs after death. 


S. SEX 


F White 


6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [] |8. DATE OF BIRTH 
WIDOWED 


9. AGE (In yeors 
fost birthdey} 


Divorceo [] yrs. 


Oa. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY. 


None 


during most of working life, even if retired) 


PLACE (State or foreign country) 


Bato Ma, 


12. CITIZEN OF WHAT COUNTRY? 


UeSeohe 


13. FATHER’S NAME 


Unknown. 


14. MOTHER'S MAIDEN NAME 


Unknown 


ing physician and campletely filled 


1S. WAS DECEASED EVER IN U. 5S. ARMED eck SOCIAL SECURITY NO. i INFORMANT Address 


(es, no, or unknown} | {it yes, give wor or dates of service) Mess Bemus Price 322 Ss, i Ste 


INTERVAL BE 
ONSE 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (6), ond (¢)-] 
PART I. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o). 
‘Fra 


DUE TO 
Conditions, if any, which (b) 
gove rise to immediote 
cause (a), stoling the under. ( DUE TO 
lying cause lost. Ce 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTI 


EEN 
ATH 


Then please remave carban papers. 


He 


(DITION GIVEN IN PART Ifo) |19., Beas AUTOPSY 
PERFORMED’ 


yes] NO 


x 
& 
= 
= 5 
= 
2 
a4 
§ 
3 
8 
g 
3 
° 
ao 
2 
3 
2 
5 
8 
= 
3 
8 
7. 
e 
£ 
3 
= 
$ 
= 
oT 
g 
z 
3 
Fi 
2 
2 


ing physician. 
RECTOR: After this certificate has been signed by the attend 


20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or wat ten 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 


{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) 


(Count 
factary, street, affice bldg., oe) i oe 


(Slote) 


MEDICAL CERTIFICATION 


‘22b. DATE 
SIGNED 


R ATTENDING PHYSICIAN: 


ATTENDING /-* MED. STAFF 
M.D. | PHYS. Director (F) PHYS. 


ZEL- 22d. ADDRESS 
ATTLAL 


‘23c. NAME OF CEMETERY OR CREMATORY 


Woodlawn Cemeetry 


ADDRESS 


led by the haspital ar attend 


* 


23b, DATE THEREOF 


| 10.20.60 


‘24, FUNERAL DIRECTOR'S SIGNATURE 


23d. LOCATION (City, town, or county) 


Balt Es. 


250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


Balto 30,Mde DaTe_OOT 2 0 '60 Ont fh fins 


(Stote) 


the State Board of Health priar ta burial, cremation, ar remaval, and in any event, with 


page 3 shauld be detached for use as the burial-transit permit. 


may be 
TO FUNERAL 


TO HOSPI 


_ MARYLAND STATE DEPARTMENT OF HEALTH 


| DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 2 2 (= 
pee CERTIFICATE OF DEATH : 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decoosed pene cous Residence before admission) 
Car -»y€ off MARYLAND . ay rf Dire AL 


b. CITY OR TOWN {IF ar corporote limits, write |. LENGTH OF STAY IN 1b ||. ¢. CITY OR TOWN (lf/outside corporote limits, write RURAL ond give nearest town) 


RURAL ond,give nearest own) va 
; : 
LETS fe 60 A LEH ry 
d. NAME OF HOSPITAL (if not in hospital, give street oddress) r i] STREET ADDRESS e. IS RESIDENCE 


OR ali: 2: 735 4 Ve. to7 ay K A ve ves) NOR 


ofter death. Page 4 
15 the funeral director, 
wld 2) filed with 


Pages 1 and 2 shat 
Py 


. inten aioas First a Middle 2 Last ” 4. cae Month Doy Yeor 
(Type or print) A pV Byran« lag teflon! an O40 be; 161960 


5. SEX 6. COLOR OR RACE | 7. MARRIED (_] NEVER MARRIED Oo 8. ae ‘OF BIRTH 9. AGE (In years 


couse (0), stoting the under- 
lying couse lost. ©) 


2 
cee 
Soe 
oo S 
e J C lost pinioey| Do) Hi Min. 
ces Feme(e lh ite baa owvorceo] | Oe pet , 1878 CV. ys | Hours a 
ERs TOs, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY # BIRTHPLACE (Stote or foreign country) 12.CITIZEN OF WHATCOUNTRY? 
9 22 during most,of OE. even if oy 4 as A 
Be OSC to/F Ac in @ Ararylarid bed 
58 \ 13, FATHER'S NAME 14, MOTHER'S MAIDEN/NAME 
o se + eo e = 
ae Silliam Branden hyre Elizabeth Mblinix 
Ee 5, WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16 SOCIAL SECURITY NO. [17 INFORMANT ‘Address 

jan 90, enknow ox gintnitc verve _ 
ge Fea Mvs, Leela Beall. MbAtr Md, 
28 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
52 J per ie , * 
za PART I. DEATH WAS CAUSED BY: rz) res § fe, a 7, / ka Ft D (Sed ¢e ODRRIEGND DEATH 
a IMMEDIATE CAUSE (o] i4 CLELO S c 1S Yea ¥ 
se 7 : GQ  duETO » & 
> Fra Vs VY a A f rae 

joes ' 5 > ; 26 vere 

: lo ge Generalized Arierjeseferetyy sflons 
5 DUE TO 
3 
a 
ig 
tS 
8 


saw the deceased alive niet es 196 ©? and that death accurred at, M, fram the causes and on the date stated above. 
Qo. STARE 2%. DATE 


ATTENDING » MED. STAFF CANES 
ig we tf, as ie L Ct hf M.D. | PHYS. a Director C]__PHYs. () VE & 
22c. PHYSICIAN'S 22d. ADDRE 


R ATTENDING PHYSICIAN: The law requires tha! the deoth certificate be executed within 24 h 


< 

o 

eS 5 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} /19. AEE SRE, 

> e 

¥ Ss yes No fit 
& = 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 

S o OR CONTRIBUTING [] CAUSE OF DEATH 

§ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

ro & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
5 a Hour 0. m, While Not while foctory, street, office bldg., etc.) | 

= g eke 19 “longer Laltohwork: 1] ! 

5 21. L certify that (I) (this hospital) attended the deceased from, 7 CLC/ 2419 O10 B] 9S hariwetieg 
3 

5 

= 

= 

5 

= 


RECTOR: After this ce: 


page 3 should be detached for use os the burial-tronsit permit. 
the State Baard of Health prior to burial, cremation, ar removal, ond in ony event, 


* 


NAME (7; t oO 
we wl WB, Cu/wel Avy Mel. 
& ie 23a. fenouat pet 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
a a fe) 8,1960 Pine Grove Mt, A M 
- WF NRECTOR'Y 9 IGNATUBE /} ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
na lois A Wheto “"Demasous, M+ love OFT 20°60) Cuter f Hane 


MARYLAND STATE DEPARTMENT OF HEALTH 


—_ 


e 


Ms 5 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 4 1 9 2 ie 
11248 CERTIFICATE OF DEATH if 
~ pe , 
pee 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmission} 
2 8 z o. COUNTY anne y 0. STAI b. COUNTY Pra G d 
aoe Carroll Maryland rince George's 
=> Ne b. CITY OR TOWN (IF outside carporate limits, write [c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
3 of RURAL and give nearest tawn) 
Paws 24? days Croome 
2 spe d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS ‘ e. 1S RESIDENCE 
Dy ace OR INSTITUTION Ad x » ON A FARM? 
PS > Henryton State Hospital La _| Yes J NoO) 
Ks 
5 
3 
aD 
& 


3, NAME OF First Middle lost 4. DATE Manth Doy Year 

‘ DECEASED “ OF 
= (Type or print) James Arthur Forbes DEATH October 24 19 60 
5 5. SEX 6. COLOR OR RACE |7. MARRIED Gq NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 lost birthday) [Months] Days | Hours | Min. 
2 Male Negro widowep [] Divorceo [] 7-4-1900 60». 

fa 1a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during mast af working life, even if retired} 
a Farming Farm Croome, Maryland U.S.A. 
Nn 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
& 
2 


John H,. Forbes Susie ford 


1S, WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
(Yeu. no. or unknown) (if yen, give wor or doles of service) 
18. CAUSE OF DEATH [Enter anly one couse per line far (9). (6). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATI 
PART I. DEATH WAS CAUSED BY: ea 


IMMEDIATE Cause (o) Cardiovascular insufficiency 
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© 0 x DUE TO 
Conditians, if any, whi w_F an ary tube is, left. 


21. | certify thot (I) (this hospital) ottended the deceased from June 30. 19.58 to, Oct. 24 1980., thot (I) (we) last 
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§ 4 © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
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ie 
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o 26 QRANSTITUTION 9 / qj ‘ON A FARM? 
@: iidhe Milley Reed 2 do <dewy wet / ., ves BY-No 1] 
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Sy i I: 
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3 2 “ wiboweo [] bivorceD [] Z C7. 2. L yrs. 
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3 eae H } - , A DUE TO 
> - aa. e 
et tae >, Canditions, if ony, which 
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3 BES gove rise ta immediate 
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fuse 
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ages © |(F emer, NOTIFY MEDICAL EXAMINER) 
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MARYLAND STATE DEPARTMENT OF HEALTH 
{ 1 9 a DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 2 2 8 


CERTIFICATE OF DEATH 


: bri A at * 2, USUAL RESIDENCE (Where deceased lived. If institution; Residence before admissian} 
°. 34 


Rete lh marian || Pee. SONY eee 
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ind give searest town) TA, ei 

eed WCeeve: Leg 


d. NAME OF HOSPITAL {!f not in haspital, give street address) “ d. STREET ADDRESS e. = RESIDENCE 
OR INSTITUTION Lt ] ao A FARM? 


“A no 
eh. “ger = 
(Type ar print) xf — Bye; _ DEATH Gef ve 19 ba 

|. SEX WW 6. mtu) RACE | 7. aha bade MARRIED [] | 8. 9 Boantay 1F uNoe AR] IF UNDER 24 HS 


at 
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fter death. Page 4 
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illed in py the funeral director, 


Pages 
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100. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | JA. 12. CITIZEN OF WHAT COUNTRY? 
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bd A4 4440E-F Geese Ces 
R'S NAME 


feu Jd: 1 rh 
iS se IN U.S. ARMED Speer SOCIAL SECURITY ae 
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PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Coronary Thrombosit 
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ma, ©) DUE TO 


Conditions, it ony “whith _ Coronary Infufficiency | 3 yrs 
gove rise to immediate 
cause (a), stating the under. { DUE TO 


lying couse last. {eb 4 | Unk 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. Rare moeed 


lease remave carbon papers. 


Then 


icion. 


MED? 
yess no 


The law requires thot the death certificate be executed within 24 h 
hys' 


ing p 


OR CONTRIBUTING L] CAUSE OF DEATH 


200. ACCIDENT WAS _UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Part II of item 18.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20. (City or town) (County) (State) 
Haur a.m. While Nat while factary, street, office bldg., > sa i 


9 fat wark [J at work 


21. | certify that (I) (this hospital) attended ian deceased fram.____. Juna.____, <7 to_ October 24 1960, that (I) (we) last 
saw the deceased alive an Sree and thi leath accurred aR230, fram the causes and an the date stated abave. 
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R ATTENDING PHYSICIAN 
d by the haspital or attendi 


22c. PH ZC. 22d. ADDRESS 


NAME (Tyee) MI — Hampstead, Mde 


23a. BURIAL, CREMATIO! 23b. DATE THEREOF ‘3c. NAW OF CEMETERY So ng aoe |ATORY 
4 ie! 
AL, 


Ne eivee ae ii 250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
& DATEQCT 2.6 '6O Cattaa SL Haase 


poge 3 should be detached far use as the burial-tronsit permit 
the State Boord of Health priar to burial, crematian, ar removal, and } 
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as 
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after death. Page 4 
the funeral director, 
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o 
oF 


Pages 1 and 2 shauld be filed with 


the State Board of Health prior to burial, cremation, or remaval, ond in any event, within 72 hours after death. 
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Then please remove carban popers. 
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R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


d by the haspital ar attending physician. 
IRECTOR: After this certificate has been signed by the attending physician on 


page 3 shauld be detached far use as the burial-transit permit. 


¢: 
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%e MARYLAND STATE DEPARTMENT OF HEALTH ca 
: ¥ 1 2 t { DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 11 2 29 


CERTIFICATE OF DEATH 


1. nr if dag tae! she {Where deceased lived. If institution: Residence before admission) 
: ° 
Carroll MARYLAND Maryland jasidehnuns 
b, CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give neorest town) °C r] _ 
Sykesville b Mos.24Dys. Baltimore 1h 
‘d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 3305 Glenmore Ave. “esifal nae 
3. SSE First Middle Lost 4. il 5 Month be oes 
{Type or print Frances Dressel___ Haynes | "AM (Oc7 BO __ 190 
5. SEX 6. COLOR OR RACE 17. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Hours Min. 


los a Months| Doys 
yes. 


Female White |wioweppe vvorceo) | November 2h,1875 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Female HO Ww A? HOME Maryland _,BALTIMORE J U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George Dressel Margaret 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(fes, no, oF unknown), {tf yes, give war or dates of service) 
No = NONE Springfield Hospital Recokds 


1B. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond ().] 
PART DEATH Was CHUM rte rinseleret. heart diseay & 


6 ¢ DUE TO ™ r 
Conditions, If ony, which an )) 1e betes anellrtus 


gave rise to immediote 


INTERVAL BETWEEN 
ONSET AND DEATH 


couse (o}. stating the under. ( DUE TO 
lying couse lost. ta 
ARXI. OTHER SIGNIFI IT CONDITIONS CONTRIBUTING TQ DEATH.BUT NOT RELATED THE TERMINAL DIS! CONDITION GIVEN,IN PART 1(0)/19. WAS AUTOPSY 
C.B.S,agsocewith cerevrar arteriostierosis with psychotic depressive SN of 
reaction, yes [] NO 


20a. ACCIDENT WAS UNDERLYING DT) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [J] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY {Home, form, | 20f. (City or town} (County) (Stote} 
Hour 0. m. While Not while, foctory, street, office bldg., etc.) ! 
p.m. 19 lot work [] of work [] ' 


21. | certify that (I) (this hospital) ottended the ieee to! = 30 19.2e, that (1) we) last 


saw the deceased alive anf" _ = Pa eo 19. ‘Au, fram the causes and an the date stated abave. 
220. Sk URE ee 
S)GN 
\. mo [AROS Oy Mong Ho fo 30 - ES 
22¢. PHY: ies ‘22d. ADDRESS 
ve) J. Raymond Gladue, M.D. Springfield Hospital,Sykesville,Md. 
23a. BURIAL, Gap 23b. DATE THEREOF Re NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, or county) (Stote) 
Mare 
BYRTAL 11/2/60 ORRAINE PARK CEMETERY! BALTIMORE MARYLAND 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 250. REC*D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
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Wate 
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DEATH BUT NOT RELATED TO 
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yes} Nog} 


20a. ACCIDENT WAS_UN 
OR CONTRIBUTING [] CAUSE 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enfer noture of 


icate has been signed by the attending physician and completely filled 


foctory, street, office 
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21.1 certify thot (I) (this hospitol) ottended the deceosed fro! 
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206. PLACE OF INIURY (Home, farm, | 20f, (City or town) 


injury in Port | or on 11 of item 1B.) 


(County} (Stote) 


bldg. te) | 


SE to 


CO) that (I) (we) lost 
ot ule 


m_ the couses and on the date stoted obove. 
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220. tis 2! WZ 


M.D. 


ATTENDING ED. 
oles De Biktcror 


‘2b. DATE 


16-660" 


ce 
HYS. 


22c. PHYSICIAN'S W | Fo A red AMP 


7 aT 


Anchester Md. 


230. BURIAL, CREMATION, 


the State Board of Health priar ta burial, cremation, or remaval, and in ony event, wit! 


page 3 should be detached far use as the burial-transit permit. 


NAME (Type) 
23b, DATE THEREOF Ze. NAME OF CEMETERY OR GREMATORY. 
fREMOVAL (Spegity) 


Sue Col VeMCbed “Dh Adehe = 


23d. LOCATION (City, town, zor & Med (Stote] 


4 LAr 


TO FUNERAL 


La 
Paes 


© 
es 


2S0. REC'D BY REGISTRAR 2Sb. Aare 'S SIGNATURE 


oaTeQeT 7 60 Cotten £, Mowe 


5 aes Dig wpe fgets “Mai uaprteadd ded 


1 y MARYLAND STATE DEPARTMENT OF HEALTH 


9 
é DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 2 3 i 


+ ce 112 =~ CERTIFICATE OF DEATH 
> Be 1, PLACE OF DEATH C the SK 7 USUAL RESIDENCE \cushare dece--: ved. If institution: Residence before admission) _u 
£ fk(M)|° arroll mannano || > S"*"Maryland ». couTBaltimore City 30 
‘2 3 rs b. CITY OR TOWN (If outside corporote lim: ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
8 o RURAL ond give neorest town) \. 
3 52 Sykesville moths.9 days|, Baltimore v f 
Se. 5265 d. NAME OF HOSPITAL (If not in hospitol, give street oddi . IS RESIDENCE 
S <= a OR INSTITUTION Ucar Si cisge el 1 STRERE/ADERESS ON A FARM? 
eS: Springfield State Hospital, 3123 Fleet St Balto.2h yes] NO 
3 = 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
ee oa (ype or print) Geor ge Hoesch DEATH 10 - 8 = 19 
¥ rt 5. SEX 6, COLOR OR RACE |7. MARRIED oO NEVER MARRIED oO B. DATE OF BIRTH % oe Meer IF UNDER 1 YEAR| IF UNDER 24 HRS. 
jethdoy) [Months] H 
Male White widowep ] pivorced [) | 7=21=75 ge emia alte Wins oo 
100. USUAL Sac es joa kind ie Siriaas 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
purgni Os ing , even if retire 
achinist “Retieed ryland Uisehs 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Hoesch Margaret Schmidt 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 


(Fea, no, or unknown) | (UF yes, give war or dates of service) 


Hospital records 


Then please remove carbon papérs. 


the State Board af Health priar to burial, cremation, ar remaval, and in any event, within 72 hours ol 


_.- 1990, that (1) (we) last 


. fram the causes and an the date stated abave. 


21. | certify that (1) (this oso) aisnsed thei gee 
saw the deceased alive an- 0 1 and that death accurred 


To, SIGNATURE_Y e 22b. DATE 
Ta hel ATTENDING ED 
7 & AV 1 M.D. | PHYS. 
2c. Py 


MED, STAFF 
DIRECTOR PHys. %) 
ICIAN'S, 


netw) © Agustin del Cdmpo.MeDe MeBvicesville, Maryland. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed Wt 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: On SEA SED ERE) 
” DEATIMMEDIATE CAUSE fo) ALteriosclerotic heart disease years 
Ly XO, DO wETO 

Gonidinonay feta gidenich a Generalized arteriosclerosis years 

gove rise to immediote 

couse (0), stoting the under. ( OUE TO 
é lying couse lost, re) 
iS Zz P, Ul. OTHER SIGNIFI CONDITIONS CONTRIBUTING TO DEAT! (T NOT RELATED TO JHE TESMINALQISEASE CONDITION GIVEN IN PART 1{0)/19. WAS AUTOPSY 
x °Chrinte brain syddrave agsociuted with senile brain disease PERFORMED? 
4 a yes [] NO fg 
e = 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
5 = OR CONTRIBUTING L] CAUSE OF DEATH 
§ | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
rs & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote} 
. 8 Hour 0. m. Mihila lilt bite foctory, street, office bldg., etc.) ! 
%, = p.m. 19 Jot work [] ot work 1 
B 
8 
2 
a 
| 
a 
ee) 
4 


/ 


@ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician and campl 


page 3 shauld be detached for use as the burial-transit permit. 


ae ee NR | Cote ES et Ee ee SP Ee at Se 
a3 230, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY , town, or county) ~ (Stote) 

. > \ REMOVAL (Specify) Holy Red RB 

ae \ Burial olor oly eemer altimore, Maryland 

= “ye | 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 

VR AIS , il a i E 

VR AIS (4) \ [Pilly & Zeiler Inc, 1901 Eastern Avenue oA por 44 Aah fee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


11232 


ae 
a 1 1 2 3) 3 CERTIFICATE OF DEATH cK 
2 3 Fa bape yingtraial & age ee (Where deceased lived. If institutian: Residence before admission) 
2 ae b, COUNT 
© 3 Carroll marviann | Maryland Carroll 
ae b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
Fy $ RURAL ond give nearest tawn) B 
we Finksburg 25 yrs. linksburg 
z Ss d. NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
= OR INSTITUTION ON_A FARM? 
e Cedarhurst Road | ceaernurst Road wef xo 
= res 3. pees First Middle Lost 4. ape Manth Day Year 
& 2 (Type ar print) Thomas Stephen Jones DEATH October 18 9 60 
= 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED iG} 8. DATE OF BIRTH 8 _ UE ea runt ieee runes roe 
= ; 
et ae White |woowen ff —oworceo | 11=-12-187h 8 gh 3] Doys | Hours [~ Min 
3 a 100. ria SESURRION (one kind i ee 10b. KIND OF BUSINESS OR INDUSTRY /11, BIRTHPLACE (State or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
3 luring mggt of working life, even if relic 
ares retired farmer Baltimore, Md. WeSeKs 
38 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
¢ g8o | Thomas S. Jones Angeline Seller 
€ 8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
s Yes, no, of unknown) | {IF yes. give war or dates of service) F 
a Herman S. Jones _ Finksburg, Md. __ 
g 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b}, ond (c}-] INTERVAL BETWEEN 
i ONSET AND DEATH 
a P, 4 + 
§ 2 ts) OEATEMEDIATE CAUSE (a) Uremia days 
= a 9 > DUE TO 
Conditians. if any, which »_Arteriosclerotic Cardio-Vascular Disease | years 


gove rise ta immediate 


couse (a), stating the under- ( OVE TO 
lying couse last. (a) 
5 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. hag se biac! 
e 
/ 18 Squamous cell carcinoma lower lip ves EF] NO GE 
& | 200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
& OR CONTRIBUTING [} CAUSE OF DEATH 
© }(IF EITHER, NOTIFY MEDICAL EXAMINER) 
oO 20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Hame, form, | 20F. (City or town) (County) {State) 
ray Have a.m. While Not while foctory, street, office bldg., etc.) | 
= p.m, lot work [] of work ' 


7 ~™~that | last saw the deceased 


pee Se RS, 1 ISLE Ne from the causes and an the date stated abave. 
ADDRESS (Street, city ar fawn, stole} DATE SIGNED 


iin [Maree eS eke ens, 8 Med Styedy 10-18-60 


PHYSICIAN'S 
NAME (Type} 


220. BURIAL, CREMATION, | 22b. DATE THEREOF pe NAME OF CEMETERY OR CREMATORY 


Bureeyr | 10-21-60 Deer Park Cemetery 
INERAL DIRECTOR'S SIGNATURI ADDRESS 
hPa be Westminster, Md. 


R ATTENDING PHYSICIAN: The law requires thot the deoth certi 


be detached for use as the burial-transit permit. 
the registror prior ta burial, erematian, or remavol, and in any event within 72 haurs after death. 


72d, LOCATION (City, fown, or county) {State} 


Smallwood, Carroll Md. 


2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


pate OCT 21 ‘60 Citta £ Fine 


mall 


after death. Page 4 
Fy the funeral director, 


Pages } and 2 should be filed with 
cy 


ithin 72 haurs after death. 


e 


idl completely. filled’ tn 


Then please remave carbon papers. 


ransit permit. 


| of attending physician. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


d by the haspi 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician on 
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TO HOSPIT, 
may be rs 


ae 
ae 
=> 
2a 
= 


MARYLAND STATE DEPARTMENT OF HEALTH 


‘ = , DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 9 Ney 
11254 CERTIFICATE OF DEATH 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. f institution: Residence before admission) 
2 COUNTY Carroll marviann || ° STE Maryland ». COUNYBaltimore Co.03 
b. oaeeeeiye limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, yerite appa ond tae nearest town) 
Sykesvi. days,12 hour: Towson JI35 95-4 
d. Nao Ros (If not in hospitol, give street oddress) d. STREET ADDRESS. . e. © RESIDENCE 
Springfield State Hospital, 1707 Aberdeen Réaty’ vs T] NO 
3. hee ee First Middle Lost 4 eke Manth Doy Yeor 
(Type or print} Sadie Kanzler DEATH Oct. 9 1900 
S. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [] |8. DATE OF BiRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Female White WIDOWED BY «DIVORCED [] | 6=9-72 Cs Same eS Pina TS 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 


durin; ast of working life, even if retired) 
ouseWwite ee Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Robert McElwee Jennie Jordon 
e WAS poet EYER IN, U.S. OR is sty 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
neice ts coch aM oe sas Sacre St iors 
no le Hospital records 
. CAUSI i . . INTERVAL BETW! 
Spas oe RL SAS 
- DEATH Meoiate cause fo. Arterlosclerotic Heart Disease. ears 
wi F DUE TO 
1 RAS of Generalized arteriosclerosis yerns 
Candifions, if ony, which (b) 
gove rise to immediote 
couse (a), stating the under. ( DUE TO 
lying couse lost. io) 
Paer Il, paee Si ve yn IONS CONTRIBUTING TO DEATH BUT NOT RELAJED TO THE TERMINAL DISEASE CQNDITION.GIVEN IN PART ]{o)/19. Be bs —— 
Chronic cme due to arteriosclerosis cerebral and general=| PERFORMED? 
zed.e veo No fil 


OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED '20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) [County) (State) 
Hour 9. m, While Nat sthile. factory, street, office bldg., etc.) | 
jot work ot work 


200. ACCIDENT WAS UNDERLYING [1 =F DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 


MEDICAL CERTIFI 


21.) certify that (1) ins haspital) attended the = ala saneindis 5 5 


ee 
22b. DATE 
ATTENDING ¥ STAFF - 
Les Onin M.D. | PHYS. DIRECTOR PHYS. 10-868 
BICIAN’S. 22d. ADDRESS 
€ (Tyee) Apustin del Catipo. M.D. Sykesville ,Maryland. 
23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 


10-12-60 


24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 


Leonand §. Ruck 5305 Hargord Kd. 


So. REC'D BY REGISTRAR 


oarflT 13°60 


25b. REGISTRAR'S SIGNATURE 


Cnthen £ Fiaud 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS —~ BALTIMORE 1, MARYLAND 


11255 CERTIFICATE OF DEATH 11254 


mm 


Conditions, if ony, which (b) 


gove rise to immediote 


wh cc 
& 3 = & mon DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 £3 v3 Carroll MARYLAND 9. STATE b. COUNTY 
ec, b. CITY OR TOWN (If autside carporate limits, wrile | c. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8 s RURAL and give nearest tawn) Cook: 8 ville 
3 S§ 1 
. - 2 
< 22 d. AS Ge Weeghi {If nat in haspital, give street oddress) d. STREET ADDRESS e Ati 
wes 3 
e: Sykesville ! Gooksvills ves C) NODE 
By a 3. NAME OF First Middle Last 4. DATE Manth Doy Year 
z ee 4 
& 234 (Type or print) Richard Po Ue. Kelley vearh October 3, 1960 
= 3 S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED ["] | 8 DATE OF BIRTH 9. AGE {tn years oe Leak IE UNDER 24 HRS. 
s s lonths joys lours 
i aes Male White wipowep [] ovorceo[] | May 3, 1908 cE} yrs 
. 6 
2 os e 100, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY ]11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 5 U IN (G 
3 gs during most af warking life, even if retired) 
3 ai Hospital TaSahe 
4 < 
3B a i 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o\c 
£ $3 James Be. Kelley Bertha Phillips 
& 
= 3 S 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
= € A (Yes. no, of unknown} {If yes, give war or dates of service) 
aes Uninom 155-12-6150 | Mrs. He He Kelle: Wif Cooksville, Mar 
£ g == 
i] ge 18. CAUSE OF DEATH [Enter anly one couse per line far (0), (b), ond (c)-] INTERVAL BETWEEN. 
2 iene PART |. DEATH WAS CAUSED BY: Bee ola seal 
© . , 
2 § Pa IMMEDIATE CAUSE (0). EMBOLISM of CORONARY ARTERY hour 
s #5 = @) r / DUE TO 
2 i 
$ 
5 
z 
4 
4 
2 
° 
= 
= 


After this certificate has been signed by the attending physician and campletely filled in 


22d. ADDRESS 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 


3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county) (Stote) 
REMOVAL (Specify) 


=30) 
ES 
& 5 cause (a), stating the under. ( DUE TO 
a 5 5 lying couse last. © 
BSo. iS Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
> - 5 = 
S555 3 yes—) NoX] 
mea 5 = 200. ACCIDENT WAS UNDERLYING C)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
Zsoegd & | OR CONTRIBUTING C) CAUSE OF DEATH 
<e22_ G | (F EITHER, NOTIFY MEDICAL EXAMINER) 
oc: ee 4 
g osyss & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) {County) (Stote} 
S58 e3 5 ae While Rar Ghillie foctory, streel, office bldg., etc.) ! 
pos shi 3 p.m. 19 Jat work [7] at work H 
Oa528 F : j 
z = pe 21. | certify that (I) (thicThaspital splended the deceased fram_*. 
oct 4 A . 
Sieh: ae saw the deceased clive an 8% ~*~ 19___., and that death accurred ohO eo ADAM the causes and an the date stated abave. 
E=o3 & ‘Ta, SIGNATURE 7° ON 
455 Cu ATTENDING MED. STAFF 1 SIGNED 
ms ac . | PHYS. DIRECTOR PHYS. 1 
2 
25 
=| 
3a 
3 © 
oo 
on 
82 


may be re 


TO HOSPI 


& TO FUNERAL DIRECTOR 


ae 
=> 
iS 
<= 


ADDRESS. 250. REC'D BY REGISTRAR Wb. REGISTRAR'S SIGNATURE 


BA 960 
Z 4 Frederick, Maryland |omQ¢T 7 ‘60 | Custer f Kina 


SE 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 9 3 5 
-A1256 | CERTIFICATE OF DEATH ; 


od 


Dist. No. 


= cs 
S B2 ne |. PLAGE OF Deh TH 2. USUAL § "Ze, (Wherg/Aeceosed lived. If institutio ioe he, imissign) 
2 2 °. b. COUNTY 
a QA AK mannan La 
£5 b. ° cor . LENGTH OF STAY IN Ib itr—write RURAL ond give nearest to 
ee ) ages is Waly e 
ovo SD pKALLA OPA by 
. boa 41 
coun d. NAME OF BSR Retia (IF not in hospitol, give street address) Y, e. 1S RESIDEN 
Spline OR INSTITUTION oak ON A FARK? 
— a yes [NO [1 
5 oO Pn = 
@ Xt , 
f . NAME OF F midg > Lost 4. DATE 

S - DECEASED. iV 4 “ pe Doy 6 ¢ % 

A (Type or print) Dp tiHled AA A ra DEATH 6 19 

2 


9. AGE [In years 
C7 nethdoy) Days | Hours Min 
yes 
ee) R aa 12. CITIZE ay ‘OUNTRY? 
7 A iS =” ‘ 
y, OTHER fxa1DEN NAME p: ae 


ity BO aoc EVER IN U. Sf ARMED 4 tS 16. SOC, CURITY NO, re 
~ es oi Ut yes, gif wor oF dates of vervien) Zs 7 yi ——, 
18. ear OF DEATH a Se ane couse <a for a (8), fed eh) / INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: A, LCA 1 LA IN Ve ANY SZ. ONSET AND DEATH 
4 | IMMEDIATE CAUSE (a @ C 


M) 3 DUE TO ; Vy 


Canditians, if any, which (b) LA YLAA LB, 


gove rite to immediote = 

cote (0), stoting the under. ( DUE TO U 

lying cause last. pel LIl4 

Part Hl. OTHER SIGNIFICANT sees eT GTO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io] |19. MEASIRUTORS 
RME | 
{ yes (] NO 

20a. ACCIDENT Nest ea one oOo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port For Port Ii of item 1B.) 

OR CONTRIBUTING 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, Ea og (City oF town) (County) {Stote) 

Hour 0. m. While Not whil factory, street, office bldg, etc. 
p.m. jot work [] of work 


21. | certify Lae attended the decegsed fram. a4 ara eee |) 42 Le fol 7 (27/ 2 Stay | fast saw the deceased 
alive an_. i J pie and that death accurred gt --4__M, fram the causes and o1 date stated abave. 


{ol ADDRESS (Street, city y tome, ui 


Then please remave corban papers. 


0: 


m 


nding physicion. 
icate hos been signed by the ottending physicion and completely filled 


lor 


+3 
Q 
< 
6 
= 
= 
a 
3 
= 
2 
$ 
= 


ATTENDING PHYSICIAN: The! low requires thot the death certificote be execuled within 24 


id by the hospi 


ACTUAL } Yj 
SIGNATURI ff 


7B hg lel 


PHYSICIAN'S 
NAME (Type) 
eile Vs es 2 a P 
‘Baa. REC’ ot BY ann [ 2a. REGISTRAR'S SIGN. E 
so POT Ete agar cae 


R 
RECTOR: After this cert 


poge 3 shauld be detached far use as the buriol-transit permit. 


©. 


the registror prior to burial, cremotian, or remaval, and in ony event within 72 hours ofter death. 


TO HOSPIT, 
may be 
TO FUNERAU 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 11236 


1, PLACE OF 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o COUNTY Carroll marnand || ° "ATE Marytand BCOUNTY Balto, City — 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Sykésiitte tea »lmo,.6days Baltimore 1 syYO)- 
|. NAME OF HOSPITAL “a not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


SpringField State Hospital 8506 Morello Road vee) NOX] 


5 orkan First Middle Lost 4. DATE Month Day Yeor 


{Type or print Margaret Elizabeth Kummer Stath October 25, 19 60 
S. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED les} 8. DATE OF BIRTH 9 fat {in yeors IF UNDER 1 YEAR! IF UNDER 24 HRS. 
; ost pitthde ; 
Female White — |wiroweo pivorceof] | May 16, 1919 ir Pe We | ele 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR orp BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Salesgirl - Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME. 


Charles A, Kummer Nettie Bickel 
7 WAS. BeeEASeR wd a td, S. - oRGes? 16, SOCIAL SECURITY NO. }17. INFORMANT Address 
er TeptT ists) a tyiVexgti cow erates oF wate) 
- - Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART i. DEATH WA: SY: * s 
ey IMMEDIATE CAUSE (0) Bilateral Bronchopneumonia weeks 
hy ¢ 


; ’ DUE TO 
Conditions, if i " 
gove rise to immediote 


couse (o}, stoting the under ( DUE TO 
lying couse lost. e) 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH eu NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. te ele ae 


i, hebephreni RMED? 
Schizophrenic reaction, hebephrenic type. vem Nor 


after death. Page 4 


in Wy the funeral 


@ 


filled 
Pages 1 and 2 shauld be filed with 


in 72 hours after death. 


Then please remave carbon papers. 


the State Board af Health prior to burial, crematian, ar removol, and in any event, 


20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port! or Port It of item 1B.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stote) 
Hour 0. m. Whilst Nor while, foctory, street, office bldg., etc.) | 
p.m, ot work [7] ot work 


21. | certify that (I) {this haspital) attended the deceased fram.. Septe ae a5es 19.60, that {I) (we) last 
saw the deceased alive ee oi ind ghat death accurred atLO. 30.4Mm the causes and an the date stated abave. 


Zo. SIGNATURE 22b. DATE 
ATTENDING MED. STAEF 
. | PHYS. 0 _pirector 1) PHYS. X) 
2c. PHYSICIAN'S n 
NAME (Type) A . 


J. Raymond Gladue, M.D. 


230. BURIAL, CREMATION, | 23b. DATE THEREDF “ee NAME OF CEMETERY OR CREMATORY 
way al Ee Cegemran Ue 
ATURE 


MEDICAL CERTIFICATION 


RECTOR: After this certificote has been signed by the attending physician and campletely 
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d by the haspita! ar attending physician. 


ie 


page 3 shauld be detached far use as the buriol-transit permit. 


may be r: 
TO FUNERAI 


TO HOSPIT; 


\ | 24. — or '$ Sl 250. REC'D BY REGISTRAR 


parQCT 2 7 60 


a 
2a 


after death. Page 4 


the funeral 


Y 


@ 


pletely filled in 
Pages 1 and 2 shauld be 


Then please remove carbon, 
|, and in any event, within 7: 


ician. 
ficote has been signed by the attending physician and cor 


R ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 k 
-transit permit 


d by the hospitol ar attending phys 


& TO FUNERAL DIRECTOR: After this certifi 


pee 
3 


* 


may be res 
the State Baard af Health priar to burial, cremation, or remaval 


page 3 should be detached for use as the buri 


TO HOSPI 


aes 
as 
E> 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


9252 CERTIFICATE OF DEATH 11257 


1. PLACE ore DEATH T2. Ronee " aaotail (Where deceased lived. If institution: Residence before admission) 
oe, COU Ge Fe MARYLAND a. 8) b. COUNTY 


b. CITY OR TOWN [If outside carporate limits, write 
RURAL and give nearest town) 
p 


¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


x Rural _ Taneytown 


Rura aneytown 
d. NAME OF HOSPITAL [If not in haspitol, give street oddress) d. STREET ADDRESS e. (S RESIDENCE 
OR INSTITUTION ON A FARM? 
] ves EJ NO 
3. NAME OF First Middle Lost 4. DATE Month Dey Year 
DECEASED | F 
Miyesteneo) Evelyn Elizabeth Lawrence aes 1960 __ 
5. SEX 6. COLOR OR RACE | 7. MARRIED [S{ NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) | Months Min. 
Female White wiooweoT] __—vorceD LE) | June 22, 1912 ? aed 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
Housewife Own home Maryland B.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Herbert Eyler Ilottie Heffner 
15, WAS DECEASEDEVER INU. 8. eae FORCES? [18. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
(Yes, no, or unknowa) {IF yes, give wor or dates of service) 
bor” Wilbur sf 
1B. CAUSE OF DEATH (Enter anly ane cause per line farfo), (b), ond_Ic)-]_ ; INTERVAL BETWEEN! 
PART |, DEATH WAS CAUSED B) Qh bercéetline 3 oe Baas. 
} Be IMMEDIATE panes io) Sf 
ya, | DUE TO 


Condindeiattany a biek ra CarCinenmateeia. 2 
gave rise to immediote {1 . ; 
oma of Ovarres| 


cause (0), stating the under- 
g couse lost. io) 


3 Parr Il. OTHER SIGNIFICANT CONDITIONS €ONTRIBUTING TG] DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}|19. WAS AUFOPSY 
= 
iS yes [] NO 
© [200. ACCIDENT WAS UNDERLYING []__} 205. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING LC) CAUSE OF DEATH 
& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
G ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20f. {City or town) (County) (State) 
= iginitaies While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 jat wark [] ot work [[] H 
TZ_f 
21.1 certify that {I) (this daisy ** ayended the deceased fram_F 7 ______. 1960, 10. f O/ 22. - 126 thot (I) (we) fost 
saw the deceased olive an_/& -19@O, ang that death accurred £2 S6F trom the causes and an ae date stated abave. 


22a. SIGNATURE 1. . D -mn 
22c. PHYSICIAN’: 4 
mtr KS. MeVaeu 


28c, BURIAL, CREMATION, | 23b. DATE THEREOF 


REMOVAL (Specify) 


ATTENDING <a STAFF 
M.D. DIRECTOR PHYS. 


2c. NAME OF CEMETERY OR CREMATORY 


' 24, FUNESLDIRECTOR'S SIG! Bre L,, / ADDRESS, 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATUR 


E aneytown, Maryland oateQET 1 3 '60 Cather 2 KG 


b. DASE 
ofcJée 


23d. LOCATION (City, tawn, ar county) (State) 


7 ™ PySBS¢o°SGs "MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 M 
40-4 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 3 wee 298 


3. NAME OF 5 ia Puy Yeor 
(ope tor print) E E -« Oy ~ 19 6d 


& COLOR e RACE {7 MARRIED ([] NEVER MARRIED [] 7 DATE OF an 


We. USUAL feat ea ee kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Siote or foreign Ze 
psi of working lite, even if retired) 


i2 s 

$3 2 1, PLACE OF DEATH. 2. USUAL RESIDENCE (Where decected lived. If Institution: Res balpre gerinion) 
B2 &, 2. COUNTY 7/7) ©. SAFE Zi b. COUNTY - 
ee Si tt / MARYLAND WE tewte bd ht att 

ee 8 tb. CITY OR TOWN tt ouhide corporote limit, write RURAL cc. LENGTH OF STAY IN Ib OWN (If outside corporate limits, write RURAL ond give neores! town) 
58 5 ive neores! town) ~ / . Cz 7 

Boe Af a= / Lp rl AGL = AA i. 

é 5 a ‘d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give sireet-address) . STREET ADDRESS ze ois ee 
r — 03, ne Wid wo 
3 

wo 

> 

FS 

5 


"leat - ity 


Bete cline OF WHAT COUNTRY? 


Wit A- 


13. FATHER'S NAME, 


) Bhakeg Vecghr ALCL Cau hle 


14, MOTHER'S MAIDEN: E 


File pages 1 ond 2 with the registrar 
4 


ie hig 4 EVER IN i ‘S. ARMBD ae 16. SOCIAL SECURITY NO. | 17. INFORMANT 7 
mele” <\s-saempeece FL Ee F a ae whey’ Frew, bateedl YHd 


in item 38. Give Pages 1, 2, ond 3 to the funer: 
form PM3. Poge 5 may be retoined for your 


21, ro thot | took a of the remoins a obove, held on Autopsy (_], Inspection $d], Inquiry RYend find that 


deoth resulted from: Noturol couses [], Acci ent Jo, Suicide [_], Homicide [], Undetermined couse [_]. 
ace sige Bad wa mip, CHIEF MEDICAL EXAMINER (] en 


EDICAL EXAMINER: This certificate shauld be executed within 24 hours ofter death. 


18. CAUSE OF DEATH [Enter only one couse perilipe for (0), (b), ond (c).} INTERVAL BETWEEN. 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY Biter i c 
IMMEDIATE CAUSE (0) TTC EAU Sy Carte. 
Bo 6am DUE TO 
; Conditions, if ony, which Auto Accident 
Bo gove rise to immediote couse 
$s (9), sloting the underlying( DUE TO 
eo couse lost. (e). 
= Souse lost. 
2 & 3 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H(o}/ 19. Meee 
co) ’ 5 yes(} NOG) 
A ) 1s 
83 0 = 20, Aga CAUSE WAS a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
— 5 | CAUSE OF DEATH. Pedestrian - struck by automobile 
°o 2 
3 © | 20. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, form, 120, (City or town) (County) (Stote) 
8 8 Hour om While No! wie foctory, street, office bldg., ett.) | 
6 .m, ee, id 
3 2 ot work [1] ot work Hampstead Hampstead Carroll Md. 
= 
s 
= 
uv 
° 
= 


ificote, writing the ward ‘'pending’ 


TO FUNERAL DIRECTOR: Poge 3 should be used os a burial-transit permit. 
‘, 


ee 
a . ASSISTANT MEDICAL EXAMINER 
s : * j NAME To rae NWA “4 DEPUTY MEDICAL EXAMINER 4 3 / o/So 
8 3 é £ Zo. BURIAL, CEBATON. Zt. DATE THEREOF Zc. AME OF CEMETERY OR CREMATORY Tid. y we (City, town, oe (Stote) 
e**o°® 2 re OR g WV #/ep| Beecore Wert Gtirto€ (te 4 
, \, 23. eri ah ie u Moe. EC) 24a. REC'D BY REGISTRAR ‘2ab. =4@ 'S SIGNATURE 
“aoe Wye L Getee : poked Wid | pare NOV_1°60 | Cutten 2 Riau 


corel 


after death. Page 4 
the funeral director, 
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Pages | and 2.should be filed with. 


: After this certificate has been signed by the attending physician and completely filled 


by the hospital ar attending physician. 
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TRECTOR: 
page 3 shauld be detached far use as the burial-transit permit. 


fed 


hat 


TO Hose! 
may be ra 
& TO FUNERAL 
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Then please remave corban papers. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 2 3 g 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insiutian: Residence befare edmistion) 
aoe MARYLAND beCOUNTY 


b. CITY OR TOWN (If autside corporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURALand give neares? tawn) 
RURAL and give nearest town) a 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ‘ON _A FARM?. 


orinefield ate Hospita yes [] No FS} 


3. NAME OF First Middle Lost Doy Year 
DECEASED 


(Type ar print William Adam Lindner DeaTH October 12 19 60 


5. SEX 6. COLOR OR RACE |7. MARRIED PS NEVER MARRIED [] | 8. DATE OF BIRTH AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


lost birthdoy) sr 7 fae 
male white WIDOWED J] pivoRceD [] 12/26/69 ¥) | Manths| “Days | Ho Min 


yes. 


10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 
contractor Dc. U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Lindner Emily Huldie 


b> WAS blac GA U, 5. ‘eigeeel) goed 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
SESE MOT ue SRST 
no | Springfield State Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (€).] INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: q . da 
IMMEDIATE CAUSE (o)_ Acute Pancreatitis 
Si! /) fy DUE TO | 


Commits, Hany, which Congestive Heart Failure 


gave rise ta immediate | 


couse (a), stating the under. ( UE TO 
lying couse last. (c) + 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) i ee) aad 


Senile psychosis, paranoid with hypertension and generalized arteridscl so 0 


200. ACCIDENT WAS UNDERLYING [), 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part Il af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) {County) (State) 
Hour a. m. While Eb whit foctary, street, affice bidg., etc.) ! 


p.m 9 at work [] at work (J 1 


21. E certify that (I) (this ee attended "ha deceased fram. 1/6. _. Si to--10/12 -» 19.$Q.. thot (I) (we) lost 
Satu the ee V2 onl __ and that death occurred off. trom the causes ond on the dote stoted obave. 


7b. DATE 
ATTENDING MED. STAFF 
A M.D. | PHYS. DIRECTOR PHys. BX} 11/12/60. 
‘Zac. PHYSICIAN'S. ‘72d. ADDRESS 


NAME (Type) 


MEDICAL CERTIFICATION 


tl 


23a, BYRIAL, CREMATION, [235 DATE ayy oe OF CE: Fi: RY OR =e | a TION, Nei tow State) 
VA Specify ar We ? 
UE Gj Copy lle z PEG Ae 


24 UNERAL er etd. Bape S . REC’D BY REGISTRAR . REGISTRAR'S SIGNATURE 


Vf AN x a7 > pate OCT ‘ $ 
yell ie st dete M3 OCT 13°60) Cite 2 Kan 


MARYLAND STATE DEPARTMENT OF HEALTH 


6} €) © DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
> 
11232 CERTIFICATE. OF, DEATH 11249 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where oz. lived. If institution: Residence before admission} 


0. COUNTY a. STATE b. COUNTY 
CARR O// cared ian ye Chere tl 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 
RURAJ and give ngorest twp) y) 
che SPA: see CS Creer nba wk, Mary la 
fl NAME OF HOSPITAL (If nat in hospitol, oe street addr iv ‘ e d. STREET ADDRESS e. 1S RESIDENCE 
‘OR INSTITUTION Priva ‘ON A FARM? 


att LOCHS A zal: ome } ves] No 


First Middle Last 4, DATE hie Day Yeor 


” DeceaseD DA 
{Type or print) es ries MEN Makes key on oe ele 
pews 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [_] | 8. DATE OF = %. fe ead iF eis IF UNDER 24 HRS. 
lost bitthgay} | ra, Tee 

LI ple (hs <> _|wivoweD PR ivorceo Crh a SFP e7 Bh ionths| Days | Hours] Min 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND ce BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


duging moy af warking life, even if retired) ‘ 
RpAvre GT. we_(Factor ary /an Leh Ae 


b) FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


rh 4 ale Christina Kaugle 


ofter death. Page 4 


insey the funeya 


g 


Pages 1 and 2 shauld’ 


the State Boord of Health priar to burial, crematian, or remaval, and in any event, within 72 hours after death. 


Hs. 


Rane ated AA open lacie. SS 16. SOCIAL SECURITY NO. rs Address 
eel 16-09-69. Vaz Moka aL Moncherbe. Md. 


1B. CAUSE OF DEATH [Enter only one co! ine far {9}, {b), ond (c INTERVAL BETWEEN 
‘ / 
a a 


T 
PART |. DEATH WAS CAUSED B ONSET AND DEATH 
oor CAUSE {e GELe: 

DUE TO 


Then please remave carbon papers. 


16 
Conditions, . ony, Xo (by 
gove rise to immediate 
couse (a), stoting the under- OVE TO 
lying couse lost. ©). 


Paat Il. OTHER SIGNIFICANT CONDITIONS CONTR BAITING TO DEATH iv) NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. was ait 
2 seu for 2) 15S CAS SE NO’ 


20a. ACCIDENT WAS aorta O 20b. neate nae INJURY ce (Enter noture af injury in Part | ar Port ll of item 1B.) 
OR CONTRIBUTING OJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) —_—__- ae 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY {Home, farm, 1 20F. {City or tawn) {County) (Stote) 
Hour 9. m. While No} while foctory, street, office bldg., etc.) 
le need ———aee 
p.m. ” at at watk “SF H 


MEDICAL CERTIFICATION 


21.1 certify that (I) (this hospital) gttended the deceased fro {UW / 1960, te. 19.@@ thot (I) (we) lost 
saw the geceased alive one. fF IM 19C0, and that death accurredtf’ r& from the causes and on the dote stated obave. 


Zo. SIGNATURE y & 2b.DATE 
Neat (6 4G , ee too MAO so-W~B2 
7 GE [/ < ‘22d. ADDRESS 
#ME (Type —— 
pseph E- ak. MD 


Pees CREMATION, | 23b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR/CREMATORY 23d. LOCATION (City, town, of, coynty) a tate) 


by the haspital or attending physician. 
RECTOR: After this certificate has been signed by the attending physician ond campletely filled 
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may be rd 


oval treet 1/0 — /4~b0| Witenes res Att 1tot - Vy a 


NERA a 5 OD ADDRESS 5a. REC'D BY REGISTRAR Sb. REGISTRAR'S SIGNATURE 


tf Afeler— Prep taad / He Yi vare OCT 1 4 60 Cniten f, Maua 


page 3 should be detached far use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH : 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 9 44 


By an CERTIFICATE OF DEATH 


1 AS ere is 2. bette pee {Where deceosed lived. IF institutian: Residence before admissian) 
AF b. COUNTY 
MARYLAND: 
Carroll Maryland a 
b. CITY OR TOWN [IF autside corporate limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write, 7 jive nearest town) 


a_i 


RURAL and give nearest lawn) 


Sykesville 3yrs.2mos.17 days Baltimore bar a 


d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 307 Herring Court ves] No 
3. NAME OF First Middle lost 4. DATE Manth Day Year 
DECEASED OF 
(Type oe print) John Masijauskas | «Am October 1960 


5. SEX 6. COLOR OR RACE |7. MARRIEDIC] NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE (In yoo IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White — [wirooweo) —_—ovorceo) | January 1, 1868 92 ys. 
100. Pie ae. Rt eee kind Cs Beeione 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
most of working life, even if retired) : 
ailor - Lithuania Naturalized 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
1S. WAS DECEASED EVER IN U. S. ARMED aaa SOCIAL SECURITY NO. |17. INFORMANT Address 


io "21 7-14-2405 | springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c)-] INTERVAL BETWEEN, 


ae DEAT MAREDIATE CatiSe fa Congestive heart failure 2h hrse 
4 DUE TO 
Canditians, if ony, which tb) Arteriosclerotic cardiovascular disease Lyre 


gave rise ta immediate | 


after death. Page 4 
the funeral directar, 


oO 
G 


Pages 1 ond 2’shauld be filed withy 


Becca tely Filled 


©) 


Then please remove carb 
,_ chamaisies, dk. catatonia, elon sland aithien 7 nioanetiee death. 


cause (a), stating the under- OVE TO 
lying cause last. (¢) 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19. WAS AUTOPSY 
C.B.S.assoc.with eire.da st. wi th cerebral arteriosclerosis, with vex] Not 

pS ate: q On Rene n A =z 
‘CCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW NI Ry OCCURRED. ‘Enter nature af injury in Port | or Port I af item 1B.) 

oe “CONTRIBUTING (1 CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, T20f. (City or tawn) (Caunty) {State} 
Hour a. m. While Not while factory, street, affice bldg., etc.) | 

p.m. i at work [7] at wark t 


21. | certify that (I) (this hospital) attended the deceased from. ) /1,/60 {. = 19= 39 to_ October 7, 1960, that (I) (we) last 
saw the deceased alive on._.10, '60___19_4_.. and that death accurred at 1: 36Pifom the causes and an the date stated abave 


720. SIGNATURE ij W, A 2b. DATE 
] ATTENDING ED. STAFF 
“aint” Spas A. AL-M.D, | PHYS CO) Bikecror CPs 10/ 7765 
D SF 


ve 


e burial-tronsit permit. 
MEDICAL CERTIFICATION 


by the hospital ar attending physician. 
RECTOR: After this certificate has been signed by the attending physician 
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Coe , A r H{ ‘22d. ADDRESS 
en 
02 Raymond Gladue, M.D. 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty} (Stote) 


ALAS” loet. 10, 1960 Mt. Garmel O'Donnell St. Balto. Md. 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRARS SIGNATURE 
“JOHN J. DUDA 7922 Wise Avenue 22, Md. pareOCT 11 '60 em ag OS 


bf 


may be ra 
TO FUNERAI 


page 3 should be detached far use as 
the State Baard af Health priar ta burial 


TO HOSPIT 


aie 
as 
a 


SS 


=> 
2 
a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 7 24 D) 


CERTIFICATE OF DEATH 


—/ 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institutian: Residence before odmissian) |’ 
a. COUNTY °. 


27 Ko manawo | “ny .AND — * 9" gay 7) He RE 


b. CITY OR & (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL and give nearest town) 


VILLE MOS . FULLERTON Q2™X = 


= 
d. NAME OF aa (If not in hospital, give street oddress) d. STREET ADDRESS. 0. IS Wepre 


OEY EY SINGH T_JsPPA ROAD ves 1 NOTA 


. NAME OF First Middle Lost 4. fel3 Month Day Yeor 


od 


iN 


after death. Page 4 
the funeral director, 


After this certificate has been signed by the attending physician and campletely filled a 


page 3 shauld be detached far use as the burial-transit permit. 


o 
~9 
S 


DECEASED ROSETTA ¢ DANIEL DEATH 10 g 19690 


S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED ['] | 8- DATE OF 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


BIRT! 
FEMALE | WHITE |woowo pg ovorceo g/ Y Viz Be . Monies (iiss (fou 


10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) ri re 
2 SKS, 


Sinko: Fo House wiee VA 


13. FAI tH RS NAME 14. MOTHER'S MAIDEN NAME 


Hee ire Lie etice Wer Simmons 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. yet INFORMANT Address 


(Yes, no, oF unknown) (iF yes, give wor or dates of service) 


a 2.2% 44 4002) em SEY. L.M<¢ cue, erabee Teera mR. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN, 


? — ‘ONSET AND DEATH 

PART I. DEATH WAS CAUSED BY: ‘ na 

IMMEDIATE CAUSE (0). Cos Ate LESIO A Anbar sechoolew fegte 
P yy os DUE TO 

Conditions, if ony, which wm enehy ores } Rots AL 4 

gove rise ta immediate 

cause (0), stoting the under. ( DUE TO vA a ! 

lying couse last. (e) y¥ Z 5 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUJING TO DEATH BUT NOYRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. ple ays en 


yes] NOC) 


thin 24 
Pages | and 2 shauld be filed wii 


\ 


in ony event, within 72 hours after death. 


Then please remave carban papers. 


(e) 


The law requires that the death certificate be executed wi 
MEDICAL CERTIFICATION 


by the haspital ar attending physician. 


RECTOR: 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


a nn 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, le (City or town) (County} (Stote) 
eae ae. on While Not while foctory, street, office bldg., etc. 
p.m 19 Jat work [7] at work 
ee 
2). | certify thot (I) (this a attended “i pa fram. = _. WEE ta YM » 19L44, that (I) (we) last 


saw the deceased alive on_-F. MEd ee ke. engl that death“accurred off. 3ch, from the causes and an the date stated abave. 


Ma. SIGNATURE & 7b. DATE 
ATTENDING We, STAFF SIGNED 
M.D. | PHYS. pirector C}  PHYs. C) 


2c. PHYSICIAN'S 72d. ADDRESS A 
NAME (Type) 


R ATTENDING PHYSICIAN: 


ed 


sf 


# TO FUNERAL 


Se 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY. 
EMOVAL (Specify) 


Bama |Szrt.20 eool Wate Cae Seon. 


24, FUNERAL DIRECTOR'S SIGNATURE 25a. REC'D BY iy, 2Sb. REGISTRAR'S SIGNATURE 


Serteln Facute for One N4oi Bolus DATE OCT 14 ‘60 Onthun 8, Fiend 


5 
3 
g 
iJ 
€ 
2 
yi 
€ 
He 
3 
€ 
é 
§ 
2 
Ei 
F 
= 
3 
& 
£ 
= 
= 
2 
& 
a 
BS 
a 
A 
= 


may be r 


TO HOSPIT 


=> 
2 
= 
a 


= 
aR 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 “f 2 6 t DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


Se CERTIFICATE OF DEATH 11243 
D 3 3 1, PLACE OF DEATH 2 oe RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= 23 en. ‘Carrel marviano || °° °"'Maryland b.COUNTY Garr OL]: 
aon eM b. CITY OR TOWN (IF outside corporote limits, write |, LENGTH OF STAY IN Ib ||, c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
o Indagive ni it ‘ 2 
$ Es RUYEP=“Wesddine Life Rural-- Woodbine 
. 25 
£ 238 d. NAME OF HOSPITAL (If not in hospitol, give stree! oddress d, STREET ADDRESS e. IS RESIDENCE 
Se ae Oe INSTITUTION. ee } ON A FAR 
. ae R. F. De. 1 / R. F. D. 1 yes [] No, 
3 S ca 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
S 234 (ype or print) MARGARET M. MILLER vearOctober Diy 1960 
- = 
Fes es 5. SEX 6, COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR] IF UNDER 24 
c= eee a lagt birthdoy) [Months] Doys | Hours] M 
Ee ate Female [White [wow oworeo@ July 29, 1912 [4B yn. 
aso 
2 eg. 10s. USUAL OCCUPATION (Give kind of work done] 105. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 saf during most of working |ife, even if retired) 
8 , 
4 ge Practical Nurse State Hosp. Maryland Ue Sead 
2 
g o8 43. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
soe 
2 38s J. Donald Miller Mary C. Bloom 
2 ¢ é 2 1g, WAS DECEASED EVER IN U- S. ARMED FORCES? 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
= €e¢ fax, 0, unknown) Ri dethatre we Geter tiersice] 
8 pfs o------} 222i 42 20-18-1360 Mrs. Mary C. Miller, Same as 2 
se £ge 
9 ERE 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
52 
co) ice PART I, DEATH WAS CAUSED BY: i = ‘ 
2 RS Oy 30 IMMEDIATE CAUSE (0) EmMmorism OF C OROMARY ARTERY 30 min- 
is ete ) 
=) eee ae | DUE TO | 
° 
= ae 3 Candlions i ony, whic i 
8 BES gove rise to immediate 
5 S8é couse (0), stoting the under- ( DUETO | 
cea : lying couse lost. (9 
Sale & rs Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
OR0bG = 
fuse < ves] NO & 
2a5ls5 3] 
oe 2 ¥ 
i ara © [20c. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
eon Ee 
See eyo & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Zese. G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
> oO —~ 
2 osss & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
E5fg B a ee. ieee (While NGtiehile foctory, street, office bidg., etc.) ! 
ogee) = lot work [7] ot work H 
re ar = P.m. 
ELS Ss 
3 se oh ttended the deceased fram... 1435. aN 45, eas [3 a ey , 1940, that (1) (we) last 
$ oa Pe $s eyes 1942, and that death accurred othinogM, fram the causes and an the date stated abave. 
2=Ses TE 
e=63 Zo. SIGNATURE 2b, DA\ 
ies cade } ATTENDING MED. STAFF SIGNED 
Coes S ,, M.D. | PHYS. DIRECTOR PHys. O] 10/3 60 
ie oe | 2c. PHYSICIANS. = 22d, ADDR 4 
aes NAME (Type) H iB ere ne mM 
hte yw? H Laws, WADL Sykeswece, Ap. 
a BBoe 2a, BURIAL, CREMATION, |23b, DATE THEREOF 2ac. NAME OF CEMETERY OR CREMATORY 3d, LOCATION (City, town, or county) (tote) 
a tyiSpeei 
ESP es Bursar” | Oct.6,1960 |Springfield Cemetery | Sykesville, Maryland 
Ca ete 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
VR AIS (4 60 (aud aed 
13M 979) Cc. M. Waltz, Winfield, Maryland pare OCT 7 fa fF 


ofter death. Poge 4 


R ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 ba 


‘ed by the hospital or ottending physicion. 


b 


moy be ri 
@ TO FUNERAL DIRECTOR: After this certificote hos been signed by the ott 


TO HOSP! 


=< 
an 


zp 


@ 


2 


in®by the fi 


ding physicion ond completely filled 


poge 3 shau!d be detoched for use as the burial-tronsit permit. 


fon or tore ue Renee eae 
4 DIVISION OF ST. ICAL ORDS — BALTIMORE 1, MARYLAND 4 
11264 11244 


CERTIFICATE OF DEATH 


= 
3 i riace OF pent 2 NopAieagontice (Where deceased lived. If institution: Residence before admissi 
i o. b. COUNTY 
z- Carroll MARYLAND Maryland Balto,City 
o b. CITY OR TOWN (If autside carporate limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL i give nearest tawn) 
RURAL and give neores! town) a 
Sykesville s.1mo.17da Baltimcre SV 0 
= d. NAME OF HOSPITAL [tf not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
x § { Cc OR INSTITUTION, ON A FARM? 
2 ot Springfield State Hospital 1633 S. Charles St. ves] No 
° Bi featur First Middle Last 4. eae Manth Day Yeor 
5 brea) Henry Moren DEATH October 19, 10 
e 8. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED X] | 8- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 Hi 
= last birthday) [Months] Doys | Hours]  M 
A Mal White wivoweo [] ovorceo[] | Februa 190: yrs. 
¢ € 1 2 
a 10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar fareign country) 12, CITIZEN OF WHAT COUNTRY? 
2 during mast of warking life, even if retired) 
ce Laborer - Maryland U.S.A. 
3 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
5 
o Timothy J. Moran Katherine Imhoff 
8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ge 5 Nass ese) Meet yoo ok Nemcabtahec of cae) i; ki. 
% No | - - Springfield Hospital Records 
3 18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and {o).] INTERVAL SETWEEN, 
a PART |. DEATH WAS CAUSED BY: Nor th teal 
§ f IMMEDIATE CAUSE (o)__ Carcinoma of lungs onths 
= j 6a DUE TO 
Canditians, if €ny,) which (ol 


couse (0}, stating the under. ( OVE TO 
pamdhen yan les te) 


gave rise ta immediate | 


Pary Il. OTHER SIGNIFICANT CONQITIONS CONTRIBUTING TO DEATH ga NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)}19. WAS AUTOPSY 
Schizophrenic reaction, ‘er PERFORMED? 
yes] no 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour a, m. i Nol while foctory, street, office bldg, etc.) | 
DD ot work 


21. | certify thot (i) (this haspital) attended the deceased from... 1/27 ce » thot (I) (we) lost 


saw the deceased alive anOctober 18 19.60., ond that death occurred at 7:5 5AMom the causes and an the date stated abave. 
‘2b. DATE 


ARAL Nery Ch, aol BE theo 10/18)8 


ee ‘RE 


MEDICAL CERTIFICATION 


2c. PHYSICIAN'S, 
NAME (Type) 


Ee REMOVAL (Specify) 
(Gpecify) in 


Julian Rabepbenies » MeDs 


the Stote Board of Health prior to burial, cremotion, os remavol, ond in any event, within 72 hours ofter death. 


|. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNGA UR! 


OCT 21 ‘60 Chitose: 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


|. Tt26: MEDICAL EXAMINER'S CERTIFICATE OF DEATH ] 1 24 r 


1. PLACE OF DEATH a 7] 2 “USUAL RESIDENCE iieare aaae lived, Terationt Residence belore admission) 


= % 2 ae Carroll ©, STATE arylan b. COUNTY 
af ee a manvianp | ic, Sa = oe 
ou tw b. CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporete limits, write RURAL end give nearest town) 
u 5 write RUI i sown) 
$2 
3 Ce S| Sarenes _ Sykesville Bs 
Bod d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) |. STREET ADDRESS. a. IS RESIDENCE 
it ~ , = ON A FARM? 
a Sykesville Sykesville ves [] No 
3. NAME OF “First Middle . +} Last 4 DATE “Month Dey Yoer 
DECEASED 
(Type or prin!) 6harles Summers PECKETT | DEATH Octe 30, 1960 19 


TF UNDER 1 YEAR| IF UNDER 24 HRS. 


| 5. SEX "| 6. COLOR OR RACE|7. MARRIED [DRNever MARRIED [-] | 8: DATE OF BIRTH 9. AGE (In yoors YEAR| IF UNDER 24 HRS. 
sary Deys | Hours | Min. 
| 


it. File pages 1 and 2 with the State Board 9 


event within 72 hours after a4 


S7 birthday) 
mado wh WIDOWED oivorceo[]| June En 1903 yrs. 
Te. USUAL OCCUPATION (Give kind of work ] 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) ‘12. CITIZEN OF WHAT COUNTRY? 
coat during most of working lile, even il retired) 
Carpenter Le a | eerye ee U; 165" ws 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
CEdward Summer Pickett Olevia Davis 
‘IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ——_ Address 7 
(Yes, no, or unkown) | (Ifyesgive warordates ofservice) 
i oo ied “. a 17-01-9844 Mrs. Elizateth M. Pickett, Seme as 2_ 
18. CAUSE OF DEATH [Enter only one ceuse par lina for (e), (b), end (c).. ~~) INTERVAL BETWEEN 


ONSET AND DEATH 


PARTI. DEATH WfoIAte caust «). Near=contact gunshot would of head 


q d . DUE TO 
~~ 
Condillons, if any, which (b) 


gave rise to immadiate cause 
(e), steting the underlying 


along with form PM3. Page 5 may be retained for your files. 


”” in pencil in Item 18. Give Pages 1, 2, and 3 to the fui 


DUE TO 


couse 


dg a= ee tee ——— 


1. OTHER SIGNIFICANT CONDITIONS. CONTRIB UTING TO DEATH BUT BUT NOT RELATED TO TF THE TERMINAL C DISEASE CONDITION GIVEN INP PART He)| 19. 


z PART 
% Q ‘ || PERFORMED? 
als i he” q ves [3 no L] 
B | 20s, BTINAL CAUSE WAS ] 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert t or Pert Il of itam 18.) 
& | PRIMARY && or CONTRIBUTING (] 
& | CAUSE OF DEATH. Found shot in head 
3 /20e. {IME OF INJURY — Month, Dey, Yeor | 20d. INJURY OCCURRED fA 20s. PLACE OF INJURY (Home, form, | 20f. (City or town) ~ (County) ~ (Stata) 
5 ie ata ne [yes Not While fectory, a offica bldg., etc. ai s 
2/6z1,5°%arh™ 10/30/60 ,, —_alwon (J \st wot fiom Sykesville 


<— 
~ 


21. I certify that | took charge of the remains described above, held an Autopsy i. Inspection Lat Inquiry L1 and in my opinion 


death resulted from: Natural causes [_], Accident [7], Suicide []. Homicide [}, Undetermined manner [%X] 
Nip Ly CHIEF MEDICAL EXAMINER [_] 
ACTUAL DATE SIGNED 


D. ASSISTANT MEDICAL EXAMINER fess) 


SIGNATURE onthe wines . MA 
pate eres We B ey King, Jre, M.De DEPUTY MEDICAL EXAMINER [_] lo 0/30/60 


MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If an 


y 


please execute the certificate, writing the word “pending' 


4 should be forwarded to the Chief Medical Examiner's Of 
or its designated agent, prior to burial, cremation, or removal, 


TO FUNERAL DIRECTOR: Page 3 should be used as a bur 


J NAME (Type) Addrass (Streat, city, town, or county! a = 
ta 22a, BURIAL, CREMATION,| 22b. DATE THEREOF — ‘| 22: |AME OF CEMETERY OR CREMATORY 22d. LOCATION (Cliy, town, or country) “Giate) .* 
a REMQVAL (Spacity) 

° Burial ov.3,1960 iMorgan Chapel Cemeter Carroll Co. Maryland 
a 23, FUNERAL DIRECTOR ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


NOV2 ’60 


DATE 


Cntban £ Aine 


Cc. M. Waltz, Winfield, Maryland 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 1 2 6 6G DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH. 11246 


Soe 
a 3 ey 1. BORA oe a; De eee hE (Where deceased lived. If institution: Residence before odmission) 
8 fz a. COl 9. STA’ b. COUNTY ee” 
a = MARYLAND tg 
. 32 Carroll Maryland _Mont gomery 
=. WOtg b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c, CITY OR TOWN (If autside corporote limits, write RURAL and give nearest tawn) 
i. ad RURAL ond give nearest town) es |= 
v 38 Sykesville 26 Days Chevy Chase JD . 
= 2 d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
oO Mh j OR INSTITUTION ON A FARM? 
“ ™ 4 YES NO 
@: | 6912 Woodside Place ONO 
oO |. NAME OF First Middle Lost 4, DATE Month Dey Yeor 
- DECEASED © OF 
3 (Type or print) Allen Husse]1 Potts DEATH 10 15 1960 
é S. SEX 6. COLOR OR RACE |7. MARRIED [ACNEVER MARRIED [-] | 8. DATE OF BIRTH 


9. AGE (In years IF UNDER 1 YEAR) IF UNDER 24 HRS. 
Rp birthday) [Manths] Days | Hours] Min. 
yes 


11, BIRTHPLACE (State ar fareign country) 112. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A. 
14. MOTHER'S MAIDEN NAME 


Mary Elizabeth Kellough 


17. INFORMANT Address 


Male 


White |wioowe Q oworceo ] | September 5, 1888 


100. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY 
during mast of working life, even if retired} 


Architecture - 


13, FATHER'S NAME 


Peter Wilson Potts: 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


ithin 72 hours ofter death. 


Then please remove carbon papers. 


: After this certificate has been signed by the attending physician and completely filled invoy the funeral 


g 
a 
¢ 
£ 
= 
2 
2 
3 
4 
3 
© 
a 
2 
5 
8 
= T¥es, no, or unknown) (Nt yes, give war or dates of service) e . 
8 No | - - Springfield Hospital Records 
£ 
9° = 1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
ES 5 ONSET AND DEATH 
ie ) PART | DEATH WAS CAUSED BY: days 
2 3 i Zo, |MMEDIATE CAUSE (0) LY’ 
S § oS K DUE TO | 
Sa ais Canditions, if ony,“which )___ Pulmonary embdbism 
2 Pam gave rise ta immediote 
3 sé cause (0), stofing the under. ( OUETO ie are i, date 
Fese 5 lying cause lost. (c) Thr. 2 8 _le eg. 
bce Srlngecouspelost:. ombophle 
3835 ke Fa Pag Il. OTHER SIGNIFICANT CONDITIQNS CQNTRIBUTING TO DEATH BUT NOT ra a ea) DISEASE CONDITION, GIVEN IN PART 1(0}]19. WAS AUTOPSY 
SRSES 5 C,.B.5.assoc.with cere rat arterios. arter. osclerosis W psychotic reaction. YL) NOM 
gao25 5 19 
ae z +12 
ee 0D = [200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 1B.) 
gee. 5 | & [OR CONTRIBUTING [J CAUSE OF DEATH 
<igis & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 sagas & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) {County) (Stote) 
Ss go 5 While Nat while factary, street, affice bldg., etc.) 
zzz 3 jot work [[] ot work Hl 
ayaa s a 5 
g = a 21. | certify that (1) (this haspital) attended the deceased fram.__9/, --, ta_-_ AV / 4. 60, 19____, that (I) (we) last 
oa o 
oS eS 35 saw the deceased alive an.10, /1.5/60 19____, and that death accurred a the causes and an the date stated abave. 
a2 
E=0O% 22b. DATE 
Barut i 
< 3055 aE 10/15/60 
ape ss PHYs. CX 
es 7 
Sao 
438 ; 
Wee Springfield Hospital, Sykesville, Md. __ 
REEOD 730. BURIAL, CREMATION, | 23b. DATE THEREOF 723c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty) (Stote) 
Q 3 BY Bova (Specify) Balti Mae 
ee urial 60 8. more, 
fee) [24 erat DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
ey . he S.H. Hines Co 2901 lkth St. N.W. OCT 1 8 60 Onthon £ Kaa 


~< 
as 
=> 
~ 
3 
S 


DATE 


95D Es 


MARYLAND STATE DEPARTMENT OF HEALTH 


od 


1 zi ao DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 12 4 7 
26 11267 CERTIFICATE OF DEATH 
& 3" i: 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) , 
ts ‘ °. oO. b. COUNTY 4 oul 
* 32 cy Carroll PAAR RLAND Maryland Baltimore 
= 3 oo ~~ b. CITY OR TOWN (if outside corporote limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
8 ae RURAL ond give nearest town) ; 
2 ez Henryton 4,453 days Sparrows Point 
2 os a d. NAME OF HOSPITAL (If not in hospito!, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
co) Tee Le) Te OR INSTITUTION 72k I St t 9) 3X 2 eo Nog) 
DPD: Henryton State Hospital ree @|, 5 No 
Ee 
Jd . NAME OF i ie 3 
3 43 BECCASEG. First Middle Lost 4. bi as Month ry Yeor 
3 (Type or print) Douglas Preston | °™ October 18 1960 
8 S. SEX 6 COLOR OR RACE |7. MARRIEDSE] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER t YEAR| IF UNDER 24 HRS. 


lost birthdoy) [Months] Doys | Hours] Mi 


wioowep [] DivoRceD [] 


a 

8 

3 

3 
a5 August 27, 1913 4D ys. 
a ¢ 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
o5 during most of working life, even if retired) . 
ee Shipyard Appomattox, Virginia USA 
a 
an 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Ss ’ 
9s Stephen Preston Josephine Hunter 
on 1S. WAS DECEASED EVER IN U, S, ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
— 5 (Yes, 10. oF unknown) UF yes, give war or dates of service) 
g a No | 718-12-9444 Douglas Preston ~ Patient 
82 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-} INTERVAL BETWEEN 
a 3 PART |. DEATH WAS CAUSED BY: ON Eee UAE at 
= OS IMMEDIATE CAUSE (o)__ Hemorrhage 
£e¢ 
ES 


(@] OLX DUE TO 


icate has been signed by the attending physician and campletely 


¢ OO al Far adv. bilateral cavitary pulmonary tbc. 12 years 
E gove rise to immediote 
& couse (0), stoting the under- oe 
¢ + lying couse last, (¢) 
a 5 é Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. ae oad 
> 6 
= O < yves[]) No[] 
ae = 200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
3 @ {OR CONTRIBUTING L] CAUSE OF DEATH 
e © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {Stote) 
a aur hatine While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 Jot work [] ot work f 


fo} 


21.1 certify that (|) (this hospitol) ottended the deceosed from. A - 19_9Y thot (I) (we) lost 
sow the ra fe olive on__ Oat. 18 160 and thot death occurred 0t22 30, 2F the couses ond an the dote stoted above. 


220, SIGNATURE 22. DATE 
MED. STAFF SIGNED 


© _biRECtor XK) PHYs. 10-18-60 


22d. ADDRESS 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


d by the haspital ar ai 


Leer, Th Wl awrr Crriny 


ATTENDING. 
M.D. | PHYS. 


22c. PHYSICIAN'S, 
NAME (Type) 


the State Baard of Health prior ta burial, crematian, ar remaval, 


mes Edgars M. Maculans, M.D. Henryton State Hospital, Henryton, Ma. 
% Bez 23a. BUPA CHENATIONS | 23b. DATE THEREQF ]23¢, Ny ME OF CEMETERY OR CREMATORY . 23d. LOCATION (City, town, or county) (Stote) 

Pre | Mey se 4/22/co Maglle BapistCem. Appomatior Co. Viner 
FF \ 2Sb. REGISTRARS SIGNAT URL. 

ve Clithin £, Tiaue 


24, Pe gies ty 3 SIGWAT URE rat ‘ ‘250. REC'D BY WEGISTRAR 
se \ "leet aanaual Hort. Aop stray Yow 0020 
‘ —_ on — 7 


11268 
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Reg. Dist. No. 


lease exes 
¢rematian, 


2, USUAL RESIDENCE (Where. decected lived. If Institution: Residence before odmission) 


Page 4 should be 


ib @. COUNTY 
b. CITY OR OWN alt outide ress tO, write RURAL 


f ttt Ad» AA Lt. 


is necessary, pI 
jector. 


d. NAME OF HOSPITAL OR ies {If not in hespitol, give st 


ost tel Lect BCOUNT 6-8 Ly 


Gs ore OR TOWN {IF outside corporote yes: write RURAL ond give nsorest town) 


tbl tng - — PCeetey 


d. STREET ADDRESS 


cc, LENGTH OF STAY IN Ib 


thi 
1 address) 


@. 1S RESIDENCE 
ON A FARM? 


Yes [] NO 


Fint 


A-r bes 


2 


(ype or print) 


If any dela: 


10a. USU. SSeS neal Cire kind of work dona}! 
during ct fo ) 


hs, Bien NAME , 


{ CEE hy 
19, WAS DECEASED EVER 


Jes. 00, oF unknown) ais 
b 


( 


File pages 1 and 2 with the registrar prior ta buri 


ere eae! 


5. ah 6, COLOR OR RACE |7. MARRIED [] NEVER MARRIED Ff %.D 
Yh / widowed [) DIVORCED [} 


C, KIND OF BUSINESS | OR, INDUSTRY, yt. code to ‘or foreign Ley 


IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 


Middle 


EOF BIRTH 


us TAN: 


2. CITIZEN OF mn COUNTRY? 
| UY ‘3 


tl) 244 baz ae ea 


14, THER'S MAIDEN uae 
Wléves ee [Saclen. 
hud feed Meseatk : Hews 


belal Wd {0d 


BWA 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


Item 18. Give Pages 1, 2, and 3 to the funer 
ith farm PM3. Page 5 may be retoined far yaur 


Conditions, 

Gove rise to immediote couse 
(0), stoting the underlying’ DUE TO 
cause Tost. (cy. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] 


Fee 


INTERVAL SETWEEN 
‘ONSET AND DEATH 


—$_—— 


| 


¥. aki i 


‘200. EXTERNAL CAUSE WAS. 
PRIMARY (or CONTRIBUTING () 
CAUSE OF DEATH. 


“pendi 


PART tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Ree ii! 


RMED? 
ves] Nov 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 


20c. TIME OF INJURY 


Hove o.m, 
p.m, w 


Month, Day, Yeor 


Page 3 shauld be used as a burial-transit permit. 
MEDICAL CERTIFICATION, 


deoth resulted from: 


€ 
o 
3 
3 
. 
= 
= 
a 
2 
5 
3S 
ey 
< 
a 
cS 
‘= 
5 
a) 
ed 
5 
3 
x 
s 
° 
2 
= 
3 
o 
is 
5 
= 
8 
“3 
s 
$ 
= 
3 
S 
< 
= 
< 
x 
a 
a 
= 
a 
a 
& 


jificate, writing the ward 


ta the Chief Medica! Examiner's Office along 


Li R's 
NAME (Typ 


20d. INJURY OCCURRED |20c. PLACE OF tNJURY (Home, pat es (City or town) 


While 
ot work [7] 


21. I certify thot | took charge of the remains descritted obove, held an Autopsy [_], 


A Accident 


Notural couses 


(County) (tote) 


Not while foctory, strest, office bidg., et 


ot work H 


Inspection hd). Inquiry WW ond find that 


, Suicide [J], Homicide [[], Undetermined cause (J. 


CHIEF MEDICAL EXAMINER [1] DATE SIGNED 
ASSISTANT MEDICAL EXAMINER [[] 


DEPUTY MEDICAL EXAMINER BS - 0 hela 


M.D. 


es ft 


‘Zo. BURIAL, CREMATION, re hes pues Fy 
REMOVAL Ba J 24- he 

/wettty 

2. aay DIRECTORS SIGNATPRE 


vg DOL a ae 


or remaval. 


cute th 


farwar 
TO FUNERAL O{RECTOR 


TO DE 


VS. AlSME(5) 
5M 9/55 


2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Grot 
{ fhe fA) ——? Fi 4, ‘ 
re" . 


| Che4 Chlkok? 


P. 4a. REC'D BY REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 
= ‘T oareOCT 2 8 '50 PR 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


DEATH .. 11249 


med 


=- ge 
2 3 53: 1, PLACE | 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
& 32 o SON Carroll MARYLAND “Maryland S'" Washington 
< x) cy b. CITY OR TOWN (If autside cotpecets: limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
8. Je RURAL and give nearest taws ~ 5 
ble Ba Sykesville 1_month Sharpsburg > 1X — 

2 22 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
oO Ln! 4 « OR INSTITUTION q * ON A FARM? 
>: | Springfield State Hospital 306 W. Chapline St, Yes} NON 

¢ = 5 3. NAME OF First Middle last 4. DATE Manth Doy Year 
& 23 é (Type aF print Della May Drenner Renner beatH = October 30, 1960 
23 aos 5. SEX 6. COLOR OR RACE | 7. MARRIED CXNEVER MARRIED Oo B. DATE OF BIRTH 9 Peetu at IF UNDER 1 YEAR| IF UNDER 2S 
= 22° in 
3 aug Female White wipoweo pivorceot] | May 25, 188), 2 ys. 
foes. 10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign cavntry) 12. CITIZEN OF WHAT COUNTRY? 
2 835 during mast af working life, even if retired) 
Bo vee Housewife - Maryland 
ee rN 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 68: Si 
$ 308 ilas Drenner Mary Jane Domer 
2 gs 
% -el RS z Ta fe 
= 6 Ts. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
< a & § (Yes, 10, or unknown), {IF yes, give wor or dates of service) ‘ F. . 
S ore No | - - Springfield Hospital Records. 
~ 2a 
3 i g = 1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] Wren mere ah 
a 2a PART |, DEATH WAS CAUSED BY: 
ge. ge IMMEDIATE CAUSE (0 Acute suppurative nephritis 1 weeks 
= £66 UG OX DUE TO 
2 ~~ - 
= $23 #V Conditions, if any, which «Bilateral bronchopneumonia. 1 week. 
e 2S gave rise ta immediate 
1E) Meae te cause {a), stating the under: ( DUE TO 
¢ 3 5 2 lying cause last. (c). 
5 Bebtoe: 4 Paar Il, OTHER SIGNIFI Exe FONDS iS CONTRIBUTING, TO DEATH BUT,NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
BESEs z| C.B.S.associated with senile brain disease, ey a Kod] 
gag lo uv 
2 Py} lh 
= 25 2 §  } 200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il af item 1B.) 
eee ge & | OR CONTRIBUTING L] CAUSE OF DEATH 
<§ oo = © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2sees & [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, 1 20F. (City ar town) (County) {State} 
aed hes 6 Hour 9, m. tp (While Not while SecerrsSr es saltice Bite gt) 
23 
ap5ecr = p.m. at wark [-] ot wark 
areo.8 
2 2 s'h 21. | certify thot (I) (this ery 30/60 be deceased from sept. 30, __ aT ,.t010/30/60____. 19____, thot (1) (we) last 
DB ec 
S$ a S fe sow the ai! olive an___tU/ 2U/ OU _ _..and that death accurred a@$ 25iRMfrom the causes ond on the date stated above. 
G2 
£63 Za. SIGNATURE 2b. DATE 
pre ARRON 9 BiBeron HAE on 10/31/60" 
eo wun © : f 
22> z } Tee. PHYSICIAN'S 72d. ADDRESS 
; 238 eal MR APNE gs Yel Lon M.D, Springfield Hospital, Sykesville, Md. 
ory gS SES ESS ee ee ay a Ge SEs 
me goes 230. BURIAL, CREMATION, | 23b. DATE THEREOF ‘23, NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, tawn, ar county) (State) 
2 5B Oo? meas: {spect 
eae > Burial a _Mt. View Cemeter Sharpsburg, Maryland. 
- - DIRE: TUS RES: 2Sa. a ‘0 V OBO 2Sb. LES ie 'S SI pe 
y NA, 6 1D Fsaa 
Onkbos 
“EAS heat f Home, Williamsport,Md. DATE 


MARYLAND STATE DEPARTMENT OF HEALTH — 
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11270 CERTIFICATE OF DEATH 
lage OF DEATH * betes ee Med (Where deceased lived. If institution: Residence before ogy 4 


INTY a. STATI b. COUNTY 
Carroll MaRrane Maryland Montgomery 
lib /CITY OR TOWN (If outside is limits, write ii LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL ond give yl =. 


‘and give nearest town) 
aie ae ly. 3m. 15d. || Takoma Park, Maryland f SJ) 7 


all 


ral--Sykesville 


d. NAME OF eee {If not in hospital, give street oddress} d, STREET ADDRESS eS —s 
OR TSU ON A FARM? 


i 9 Pine Street ves (]_NO 
3. aoe. First Middle Last 4. = Month Day Yeor 
{Type or print} Fannie Hobdy Richmond DEATH 10 2 19 60 


5. SEX i COLOR OR RACE | 7. MARRIED] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


after death. Poge 4 
‘oy the funeral director, 


Then pleose remove corbon popers. Poges 1 and 2 should be filed with 


the Stote Board of Health prior to burial, cremation, or removol, ond in ony event, within 72 hours ofter death. 


0 


female white wivowen FX} pivorceo [] 9/14/1869 § ae ots Dera cael ae 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if vetired) 


Housewife bee Ohio USA 


113. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


David Swan Minerva Reynolds 
— Kode pas sok oe 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
iF Springfield Hospital records, Sykesville, Md. 


18, CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b), ond {c).] Ea od yl ny 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE fo} Cardiac infarction 
é o> 4 ma DUE TO 


Chnaiiert itchy, whieh Arteriosclerotic heart disease years 
gove rise to immediote 


couse (a}, stating the under- ( OVE * 


lying couse lost. my Generalized arteriosclerosis | years 
Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Bik WAS AUTOPSY 


ye 
Chronic Brain Syndrome associated with senile brain disease with psychosi gE] NO 


sys O01 no 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a ee Se 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. {City or town} (County) (State} 
Hour a. m. While Netovhite, foctory, street, office bldg., ~ Gy 
p.m. lot work [_] at work 


c 
v 
2 
= 
2 
2 
a 
E 
5 
8 
vu 
2 
5 
© 
a) 
2 
Ss 
F 
a 
D> 
aS 
as] 
3 
5 
© 
o 
= 
SS 
a 
2 
° 
& 
2 
Ee 
& 
o 
a 
3 
as 
iS 
°o 


= 
wy 
& 
ce 
a 
oD 
= 
ac} 


MEDICAL CERTIFICATION 


_, 1960 


saw the deceased alive an 


220. SIGNATURE 22b. DATE 
Rly A. flo Anne no ABP tents HE ie 
2c, PHYSICIAN'S md. aporess §= Springfield State Hospital 
Naw) Rita S, Glahn, M. D. vant a 


230. BUI ja ate 2; ai rg epee OF yy. ATO! y % ion jty, town, or Guuds (Stote} 
BEC TEP 260 pty ane Wai ad Zk 
' (aa Willis, PACT) Cant bv bd. Ac. DATE ‘oe i ; 


= 
a 
£ 
. 
AS 
2 
= 
= 
3 
rf 
4 
o 
7 
z) 
o4 
° 
= 
3 
& 
2 
° 
8 
3 
© 
= 
2] 
= 
$ 
3 

o 
2 
x 
= 
© 
= 
= 
Zz 
a 
a 
> 
x 
a 
o 
3 
4 
> 
a 
S 
iS 
< 
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ined by the hospital or 


# TO FUNERAL DIRECTOR: After this ce: 


v 


poge 3 should be detached for use os the buriol-tronsit permit. 


moy be ri 


TO HOSPIT 


= 
ee 
S 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1274 CERTIFICATE OF DEATH 11254 


On 


poge 3 should be detoched for use os the buriol-transit permit. 


~ te 
2 ¥ ik eae Mice DF NAUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
a2 °. a. b. COUNTY s 
"38 Carroll is | Maryland Baltimore 
€ Se b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
g 5 RURAL ond give neorest town) . 
> 32 Sykesville moselidays || Baltimore 21 ". 
2 22 ¢ j C d. NAH EOR HOSTAL (If nat in haspital, give street oddress) d. STREET ADDRESS e. Hay Eanes 
5 £5 
>: : Springfield State Hospital 7206 Golden Ring Road yes (] NO 
a 
= 6 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
& 356 ype or prion fs Riess DEATH Octobe 13 60 
© £39 orge ess ictober 2 19 
= Ser 3. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH % Aes zee IF UNDER 1 YEAR| IF UNDER es 
Ses, in 
3 aes Male White WIDOWED $7] pworceoO] | April 12 1887 _| 783 2 yts. 
S$ £as 10a. USUAL OCCUPATION (Give kind af work dane|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 2 es 3 one ee Be life, even if retired) G N + Et a 
3 veH= artvenaer ermany aturalize: 
o e§& 
3? ar 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
‘oo eae . 
ee Jacob Riess: Anna - Schmidt 
© GP ace 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= 87 Yes. no, oF unknown}, {It yes, give war or dates of service " 
Br eh No | - 212-30-32h7, Springfield Hospital Records 
Fi ie $ 18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c)-] INTERVAL BETWEEN 
poe See t PART |. DEATH WAS CAUSED B bilet 1 * ary poe 
aes | Gg IMMEDIATE Ce i) ron. chopneumonia Ly latera CWATY 
ae ef 
cris ; ¢ x DUE TO 
iy i Be / 
=f f2 5 v Conditions, if ony, which oh 
3 8 8 gave rise to immediote ere 
3 Ses couse (o}, stating the under- 
fs 2 5 lying couse lost. (¢) 
2BE5— o Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
2ROFG = 
eases <| Pre-senile psychosis. vest] noQ 
ase ae © [200. ACCIDENT WAS UNDERLYING []__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il af item 1B.) 
S525 & | OR CONTRIBUTING L] CAUSE OF DEATH 
ae fee & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 oR SS G ]20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Zs Sos S er ka te ae ee, foctory, street, office bldg. etc.) ! 
- 6 £ 2 3 p.m 19 [at wark [7] at work ' 
4528 i F * 
z gs 5 21.1 certify that (I) (this haspitol) attended the deceased fram. Septe15__. 19.60, tet. 13,_. “4 1960, that (I) (we) last 
a= 
Zo, ce 
< 5G Cw 
«uo = 
2257 
a 
o 
2 
& 
© 
= 


: saw the deceased alive an Oobe 13514 ike 60 and that death accurred at LLPM, fram the causes and an the date stated abave. 
is} Tia. SIGNAT! 225.DATE 
5 ATTENDING MED. STAFF py 2) 
Pd D.| PHYS. Director (] PHYS. #4 10/14, 
© 25 | Me. Tas ane A 22d. ADDRESS 
ype) 
; 3 J. Raymond Gladue, M.D. 
E of = 
$ 3 3 23a. LOA eR 23b, DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
a=) Vi ipecify age 
mee | AMI P6-[9-19¢ Ponte © Bonn 
3 (8) i = Ne OL 
Le } x 24, FUNERAL ae 'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE! 
} p 
4) \ 3 
“omoae —\\) vate OCT 17 '60 Cnithun £, Hnne 
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CERTIFICATE OF DEATH 


11252 


¢ se ty 
ha 
1, PLACE OF ab 

a. COUN) 


MARYLAND 


2, USUAL, RESIDENCE wigs decea: 


lived. If institutic 


j Residence before odmissipn) 
b. COUNT 


LAMM 


c. LENGTH OF STAY IN Ib 


ee m 4 


or R TOWN (If Saar ‘carporate ienvieneraie 
‘ond give nearest town) 
Ce ek rf 


: WA ’ esa 
TOWN (If outside corporate limits, write RURAL,and give nearest town) 


after death. Page 4 


emi 


(by the funeral directar, 


Pages 1 and 2 shauld be filed with 


EMOVAL (Specify/ 
oan. (Sp. 


-1-1%60| “VA eee 


pog 


NAME OF HOSPITAL (If not in hoapitol:give‘sveet address) r ©. 1S RESIDENCE 
pitol, on 
OR INSTITUTION ON Ey FARM? 
YES 
» 3. NAME OF T. First Middle 1 lost 4. DATE Month Doy Year 
x" 3 § ; — 
= 2u¢ meer Shien E (PAW KX ff IwE Hagin @ 79 _1 be) 
£ »83 5. SEX 6. wae ACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF, BIRTH 9. AGE (In years [IFUNDER 1 YEAR| IF UNDER 24 HRS. 
ars Vir WIDOWED pivorceo [] b- / 5 4 en | ons eae 
24 i We 
3 ats a = 
2 EBs T0o. USUAL OCCUPATION ee kind of work done] 10b. KIpIDYOF B))SINESS OR INDUSTRY |. BIRTHPLACE (State or foreig 2: count 12. CITIZEN OF WHAT COUNTRY? 
8 833 dupitg ost, life, gven if retired) Lf uw § 
$ ask 4 Lewsey oF & 
g Sak y FATHER'S NAME rae 14, MOTHER'S MAIDEN MAME 
fos i, 
2) Bore 44 44 & 
$ esl ee ff Cushs A | ale 3 
= Fee 15, WAS DECEASEDEYEW/IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
So Gee es, 90, oF unknown} ie eras Pas ~ WM KE 
3 eo 2 
bet eZ = ad fs ~4¥3¢7 Shelly 
3 ERE 18. CAUSE OF DEATH [Enter only ane couse per line far (0), (b), ond = 7) INTERVAL SU, 
Re caine PART I. ES RO i Ket teriosclerotic Heart Disease j eae 
© Mg 
£ 08% 
5 = =6& 442.0 . DUE TO 
Has 
= 225 Conditions, if any, which ) 
eS gove rise ta immediote 
ane g& cause (a), stating the under ( OVE TO 
ee lyin lost 
ee ying couse lest. a 
CB ea a ae 
2285. Zz Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
SZoez 2 a 
eases 415 Benign Poostatic Hypertrpphy ves) No ER | 
gos? g 
rooas J \© [200, ACCIDENT WAS UNDERLYING E]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part II of item 18.) 
Pe a eis & | OR CONTRIBUTING LI CAUSE OF DEATH 
Zess— 1 (iF EITHER, NOTIFY MEDICAL EXAMINER) 
setts = 
Zs5as & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stole) 
Eablet a Haur 0. m. ie (White o Nat while Sper tre aie Pi aaret—) | 
22 = 1 
as s, = me lot work at wark 
eer : an 1960 
Zee aa 21. | certify that (1) (this ate ottended the deceased fram. “7% - .19___ @etabar_29.___.. 19-60, thot (1) (we) lost 
a zo 7 
ear ev saw the  ( olive on.-- 1LOm29. ..-.. eth occurred ot _ 4.304, fram the couses ond on the dote stated above. 
a2 7 
Fos 5 22. DATE 
<6 ce B ATTENDING MED. STAFF SIGNED 
aoe gs M.o. | PHYS. DIRECTOR PHYS. 
8&=50 We. Pi ee. S 22d. ADDRESS ‘ 
2? ye. 
ee: titted = M,C.Porterd%eld Hampstead, mde 
3} ee ee ae ee ee Oe eee ee ee ee 
rd QS 230. BURIAL, cael |, | 23b. DATE THEREOF 23c. NAME OF CEMETERY Of CREMAT( 23d. 
Bae 
2 


TO HOSPIT 
may be rd 


PP: 
os 
=> 
La 
Se 
32 


25a. REC'D BY REGISTRAR 


DATE NOV 


"ATION (City, town or coun ag 
cea by MA 
Sb. REGISTRAR’S SIGNATURE 


60 


Oe ee, 


\ (ee MIT Hie esidad 3 a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


Way 7 273 CERTIFICATE OF DEATH 


~ ss 
> He 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) | 
Gh ie b. CQUNTY ¥ 
aS Carroll ees Maryland Howard 
= b. CITY OR TOWN {If outside corporote write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
g 2 RURAL ond give nearest tawn) \ a 
‘ Henryton 3 days \| Ellicott City Jax - 
ee £ d. NAME OF HOSPITAL (If nat in hospital, give street address) 4. STREET ADDRESS e. IS RESIDENCE 
°° = ‘OR INSTITUTION a ON A FARM? 
al ¢ Henryton State Hospital 19 Neweut Road yes &] No 
g : : = 
4 ; 2 DECEASED. First Middle last 4. y* Month Doy Year 
se {Type or print) George Alexander Rogers peatH §=6» Oc tober 1, 19 60 
3 S. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED PX} | & DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR IF UNDER 24 HRS. 
5 gst birthdoy) [Months] Days | Hours] Mi 
ae Male Negro |wivowe Divorced (] 1-7-1908 ys 
a ¢ 100. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE {Stote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
33 during most of warking life, even if retired) 
c= Landscaper Granite, Md. U. S. Aw 
2 g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
as 
of Will Rogers Ollie Hall 
3 '. WAS sea. EVER IN U. S. ‘Sahl Kshs? 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
(a3, no. ot unknown] (HF yer, give wor or dates of service) . 
No | 220-24-3764| George A. Rogers - Patient 
18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN. 
‘ PART |. DEATH WAS CAUSED BY: . + men 
IMMEDIATE CAUSE (o)__ Cardiovascular insufficiency 


7 &B Qa DUE TO 
Conditions jf any, which w Cystic disease of both lungs and pneumonitis 


gove rise to immediate 


cremation, ar remaval, and in ot 


NWE(P) Pagars M. Maculans, M. D. 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 
cf REMOVAL (SPE (Ree) CL 


24, FUNERAL DIRECTOR'S SIGNATURE 


Henryton State Hospital, Henryton, Md. 


couse (0), stoting the under. ( DUE TO 

¢ lying couse last. te) 
2 a Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{0}]19. WAS AUTOPSY 
FS = i 
4 [> 3 a ves] no) 
@ rf & [200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part I or Port Il of item 18.) 
5 ‘ & | OR CONTRIBUTING LI CAUSE OF DEATH 
A = & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
2 3 a 
6 a & ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
5 ra ral Hour 0. m. 1p [Mille Not while factory, street, office bldg., etc.) | 
3 = = p.m. at wark [1] ot wark [7] ' 
= 5 - 
$ ‘8 21.1 certify that (I) (this haspital) attended the deceased fram. Sept 204 1900 wtous 1... 19.80 that (I) (we) last 
2 ‘ 
‘ 5 saw the 3 alive an _OCte. 1 19 60 and that death accurred at 915M, fram the causes and an the date stated abave. 
= Wo. SIGNATURE 2b. DATE 
aoe Le ad 

a a ta Le Is ATTENDING MED. STAFF SIGNED 
= 3 7 + Caars hoe ? Ay M0. | PHYS. (Director PHYS. 

2 22c. PHYSICIAN'S 22d. ADDRESS 

Z 

re 

“3 

a 

© 

= 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


TO HOSPIT 
may be t 


town, or county) {State) 
a teat a tA : 


2Sb, REGISTRARS SIGNATURE 


os 


an 
=> 
2a 
ws 


fio: 


c La ts (wis YY canvtl 


nd 


+ _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
t 29% CERTIFICATE OF DEATH nip om eed 


fo. 


1, PLACE OF DEATH 


Ua ©. COUNTY CA R R olLu navtate 


b. CITY OR TOWN (If outside corporote limits, write 


we’ give nearest ry TER 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


wy: 2VL4NO b. COUNTY CARPoLL 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 


PIWE STM IN STER 


. LENGTH OF STAY IN Ib 


7 YEAR 


y the funeral director, 


Pages 1 and 2 should be filed with 


heurs ofter death. Page 4 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS e. 15 RESIDENCE 
2 { OR INSTITUTION j ca) J oHnwW STRE E T - eo NOR 
Ss x 3. NAME OF First Middle lot 4. DATE Month Day Yeor 
termi LEWES HOWELL ScHNAUVGLE tm OCTOBER 23 19h0 
$. SEX 6. COLOR OR RACE | 7. MARRIED. EVER MARRIED. 0 B. DATE OF BIRTH 


9 Pera Atrtaete IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthda: 3 
BLE |WHITE |wowoQ — ovorceoQ AY 12 1947] 72 HE eee Hours | Min, 


100. USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


dyj ‘Yo WE life, even if retired) FARM fc) A RyYL Ie pl rs) UW ITED STATES 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

CHRISTIAN FM. SCHMAURE) LAURA CLE FFLER 

Mien ascea EIEIO SPAS HEDITCACES? 16. SOCIAL SECURITY NO. }17. INFORMANT Address FE ry 
= = 2R0-M2-SOJAMPS. GRACE SAANALBLE WIFE) 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).] 


tae none CONGESTIVE HEART FAILVRE|S Momus 
a “~ DUE TO 


Conditions, if se w ARTE RIO SCLEROTIC CARDIOVSscviAn| 26 YEARS 


rend 


Then please remave carbon popers. 


the registrar priar ta burial, cremation. ar remaval. and in any even) NG hours after deoth. 
/ 


geve rise to immedion ( bp SBASE 


cote (0). stoting the under- 
(cp 


lying couse lost. 
Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WASEUTORsy. 
yes} No] 


200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —{ 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
boc tole While Not while factory, street, office bldg., etc.} i 
p.m. 19 Jot work [] ot work [J ' 
rya 


21. | certify thot | ottended the deceosed fromf@ (7 ¥________ 1, to ca 2 K Kk. 19822,,that | last sow the deceased 
olive on OCTOBER 25° 19200, ond thot deoth occurred oth 43 Fm, from the couses ond on the date stoted obove. 


ry ADDRESS (Street, city or town, stote) DATE SIGNED 
new CG) tral) ) WwW wo, 14 RiDeE ROAD det 2zigus 


Mitts DANIEL LT. WELLIVER WESTMINSTER MARYLAAD, 


‘Ze. NAME "Be ‘OR CREMATORY 72d, LOCATION (City. town, or county) (Stote) 
\| BERIAT" \10/2L/60 |\A17. PLEASANT. GAMBER. /7D. 
Cee. 


\.) estrada DRetIOnS siapatons Ma Ly Leng ale) 2a, REC'D BX ‘24b. REGISTRAR'S SIGNATURE 
Of "6D ott 
VS A’ G ¥ "4 Cited 
Yi ; TSAI A gees C. tad f Flin 


R ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 
MEDICAL CERTIFICATION 


ed by the hospital or attending physici 


DIRECTOR: After this certi 
page 3 shauld be detached for use as the burial-transit permit. 


¥ 


may be f 


TO HOSPIT, 
TO FUNER. 


% 
ae 


after death. Page 4 


and 2 shauld be filed with 


» 


te hos been signed by the attending physician and completely filled oy the funeral directar, 
Poges 


72 haurs after death. 
NN 


7 
neg 


Then please remove carbon papers. 


a 


R ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 


fc) 


‘id 


Fined by the hospital ar attending physician. 


TO FUNERAL DIRECTOR: After this certifi 
the State Boord af Health priar ta burial, crematian, ar removol, ond in any ev 


page 3 shauld be detached for use as the buriol-transit permit. 


2a 


MARYLAND STATE DEPARTMENT OF HEALTH 


: i ire IVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 95 
= CERTIFICATE OF DEATH 5 
Shia oy me 
1, PLACE OF DEATH a) ie RESIDENCE ere deceased lived. If institution: Residence before ites) 


Ci 
7 ae OE. Zé MARYLAND Absa” os aa a Dat Zi 
b. CITY OR TOWN (iF outside carporate limits, write |e. LENGTH OF STAY IN Ib || «. 2 OR TOWN We pom corporate limits, write RURAL and give nearest town) 


RURAL ond give nearest town! 


d. NAME OF HOSPITAL (if nat in haspital, give street addfess}/” d. STREET Al e. IS RESIDENCE 
OR INSTITUTION } A ) ye eo FARM? 
/, ff YES NO 
LL hte SF Lek hs ie a 
a pre OF First Middle 4. DATE Month Day Year 
Cpe rin PAV L. SVPLEL’ Stara wo 
7. MARRIED NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HEB. 


5. SEX 8 COLOR OR RACE 
Fit le 


” lgst birthday) 
“| WIDOWED o Divorced [) 4 yrs. 

Aa LE USUAL OCCUPATION — mae of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {state ‘or fargign country) 
during mast. of working life, even if retired) 


¥ (PRs 4 arf =_—_ 
13. FATHER'S NA 


14. MOTHER'S MAIDEN NAME 


AA. < ys L =< Af pbf2 Le, ALLL Oo ee z 


= 


15. WAS DECEASED EVER IN U, 5. ARMED FORCES? |16. SOCJAT SECURITYNO. |17. INFORMANT ta ddress 
(Yes, no, oF unknown} {UE yes. give war or dotes of service) , o 
| 47140 é ae, 7 Stacse Cobh naa. 
1B. CAUSE OF DEATH [Enter anly one cause per line for (0), (b), and (¢).] SUAS Sah 
ARO les 


475 1. DEATH WAS CAUSED BY; 
153 IMMEDIATE CAUSE (0). ADA 


‘ LX DUE TO 
Conditions, if dny. "which 


gove rise to immediote 
couse {o}, stating the under- ( DUE TO 
lying couse last. a) 
a Part Il. OTHER-AIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/18. WAS AUTOPSY 
2 . 
2 an AD yesE] NOR 
= | 200. ACCIDENT WAS UNDERLYING. O ”]20b. DESCRIBE Hi INJURY OCCURRED. (Enter noture af injury in Port | or Part Il of item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
5 [Pity Sc WAR. Sibnkchis foctery, street, office Bldg. ec) | 
= p.m. 19 Jat wark [] at work 
21. | certify that (1) (this haspital) attended the deceased froma o, 10. af ta_. 19k, that (I) (we) last 


saw the deceased alive an._. ALg_véd, and that death ay Te . fram ARG causes and an the date stated abave. 


40 j 2b. DATE 
fer Mo a ian Mio helo 

* $ RESS 
Cheeka 


/ A 
AZ Green Ch. Wesfin ens ahd 
Za. BURIAL, CREMATION, Cel DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY LOCATION (City, tawn, ar county) 


(State) 
- 


REMOVAL (Specify) 
24, FUNBRAL DIRECTOR'S vol E > ~ |. : ‘2Sb, REGISTRAR'S SIGNATURE 


As SE A. ; 2 ‘ Chittan £ Frew 


after death. Page 4 


ss 


¥ 


‘oy the funeral director, 


filled 
Pages 1 and 2 shayldbe-filed with 


Then please remove carban papers. 
|, crematian, or remaval, and in any event, within 72 haurs after death. 


-transit permit. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ined by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


fe) 


¥ 


page 3 shauld be detached far use as the bu! 


the State Board af Health priar ta burial 


TO HosPt 
may be 


ee 
as 
Zp 
La 
oe 
mis 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 2 —s DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND i 5 
1 CERTIFICATE OF DEATH 1256 
: Borat meal 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
hd b. Cc IT" : ° 
Carroll manviano |! Maryland orn? NOrey sade ae 
b. CITY OR TOWN (If outside corporote limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town} 
Sykesville 5 years  mos¥ Baltimore 31 
ad Nav OF HOSPITAL [IF notin Rospitol, give street addres a. STREET ADDRESS o. 15 RESIDENCE 
Springfield State Hospital 2235 Lamley St. =V ol ? | vs 0 Nowy 
3. N First Middle lost 4. DATE Month Day Yeor 
DECEASED OF 
(Type er print) Homer Slemp DEATH October 16 1960 
S. SEX 6. COLOR OR RACE 7. MARRIED L] NEVER MARRIED [] [8. DATE: Ee BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS 
lost birthday) F Month: 
Male | white a= O oworceo gy May 10 1888 Pp renen,_| Mons] Dore | Hours | Min 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or fareign country} 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


) 


carpenter Virginia U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Patton Slemp Martha Slemp 
15, WAS DECEASED EVER RECS ORCES? ]16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
eee eigen Sere eile of sare 
[ASit-12, 401 01 1483 Springfield State Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
Auth Hi ae ‘Acute Pulmonary Edema inutes 
“' }, DUE TO 
Conditions, if onye 9. p»Arteriosclerotic Heart Disease ears 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 
lying cause lost. () 
a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. pea tees 
=| CBS-assoc. with circulatory disbarbance-cerebral arteriosclerosis vesE] NOK] 
i 20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port Ill of item 1B.) 
= OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
a Hour o. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 lot work [] ot work] ! 
21.1 certify that (I) (this as attended the deceased fram._ 1922. tod! -» ILL, that (I) (we) lost 
sow the deceased alive on AY Ta Niet and that death occurred a! Am, from the couses ond on the dote stoted obove. 
@NATI ne) A. 2b. ae 
IN = 19] 
PAD Ae AMY ROD AL MARES Heron HAE 
22y ree a +S 
Ye) Julian Radzykewycez, MD Springfield Hospital, Sykesville, Maryland 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCAT| ne town, or (Stote) 
‘Bert 10-19-60 Balto, National Cemetery Galtimore farhland. 
24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25b. REGISTRAR'S SIGNATURE 


250, REC'D BY REGISTRAR 
196 


Wm.Cook Blight Inc. 6009 Harford Rd. (14) Ouilaa Sree 


DATE 


1 ‘ MARYLAND STATE DEPARTMENT OF HEALTH 
¥ 1 1 O7 = DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


{- CERTIFICATE OF DEATH 11257 


= 


20a, ACCIDENT WAS _UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port I! of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, T20F. {City or town) (County) (Stote) 
paces ‘ui aie foctory. sreet;ofee ells. OG} 


lot work [_] ot work [J 


MEDICAL CERTIFICATION 


2%, DATE 


: L bine a Boor HAE 0/6 
22d. ADDRESS. 
ie Agustin delCamo, Springfield Hospital, Sykesville, Md. 


J rs 
Ey 3 z 1. renee DEATH 2) USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

o °. °. b, COUNTY 
-_ 3 Carrell MARYLAND Maryland Balto.City \ 
£ Do b. CITY OR TOWN (If outside corporote Simits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g sf RURAL ond give nearest town] > ~~ 4 
> 52 Sykesville -7mos.13da Baltimore 12 : Yo j r 
<£ 22 Py d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
5 =4 éj 5 OR INSTITUTION S$. ON A FARM? 
>: : Springfield State Hospital il 1236 E. Belvedere Ave. ves ONO 
q e 

ae 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
~+~ De. DECEASED OF 
Se (Type ot print) John Alexander Smoot bead = October 16, 19 60 
= aos S. SEX 6. COLOR OR RACE | 7. MARRIED [AE NEVER MARRIED [_] | 8. DATE OF BIRTH 36 9. AGE {in yeors IF UNDER 1 YEAR[IF UNDER 24 HRS. 
% ee. fost Months! Doys | Hours | = Min. 

5 
Seta Male White |wooweot] _oworctoO] | January 15, } 
2 4 a Pa 100. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or — country) 12. CITIZEN OF WHAT COUNTRY? 
g 885 during most of working life, even if retired) 
So pet Manufacturer of storm] windows - Maryland U.S.A. 
A a 2 g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ne 

50 mess Gerard Smoot (Gerard Wood Crain Sm Verlinda’ Brawner 
= Ee oO 1S. WAS DECEASED EVER IN u. S$, ARMED re 16. SOCIAL SECURITY NO. | 17, INFORMANT Address. 
5 4 5 (Yes, no, oF unknown} (it ‘Sf ive wor or dates a" A ss 
Sgt Yes | W9t7" Toke 188-01-13 Springfield Hospital Records 
5 08 18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond (c}.] INTERVAL BETWEEN 
3 2 a PART I. DEATH WAS CAUSED BY: s a la x ida ay 
2 35 IMMEDIATE CAUSE (ol_Carcinoma of the larynx month 
eS } 6 ] . DUE TO 

= f 
= a Conditions, if ein b) 
rf 8 gove rise to immediote 
ale couse (0), stoting the under. (| OUE TO 
ad lying couse lost. a) 
Ons ie dying couse lost. 
Amite: Past Il. OTHER SIGNIFICANT CONDITI TONS SQNTRE TING TO DEAT EU NOT RELATE HE TE! at DI ITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 
2$e = c.B. S.assoc.with cerebral arteriosclerosis withou waLifyang phrase en wow 
vig mn 
= oF 
258 
eee 
aos 
=x oe 
aos 
235 
ar 
z ” 
& 
iS 
< 
[4 


ed by the hospital ar attending physician. 


@ TO FUNERAL DIRECTOR: 


2 
Bcy 


. 


23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote} 


Burial,” | 10/19/60 Balto. National Cem. ita 


249 FU tiie i ie SSIGNATUR 7, ADDRESS 2S0. REC'D BY REGISTRAR | 2Sb. REGISTRARS SIGNATURE 


/, bare OCT 18 '60 fone 


the State Board af Health priar ta burial, crematian, ar remaval, and in any eve: 


page 3 shauld be detached far use as the burial-transit permit. 


may be 1 


TO HOSPIt 


=< 


ond 


tor, 


irect 


ofter death. Page 4 


y the funeral d 


bd 


‘ithin 24 


Then please remave carbon papers. Pages | and 2 should be filed with 


The law requires that the death certificate be executed w 


R ATTENDING PHYSICIAN 


ined by the haspital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


a 


page 3 shauld be detached for use os the burial-transit permit. 


TO HOSPIT: 
moy be r: 
the registrar priar to buri 


& 
> 
a 
= 


1SM 9/SB 


oy 


after death. 


, cremation, ar removal, and in any event within 72 ha: 


sARea 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
11276 CERTIFICATE OF DEATH es woe 


1. PLACE OF DEATH 
9. CO! 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 


TARVLAND “PT ARO LL 


c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 


NON (BRIDGE 


d. SPREET ADDRESS 


| Ryveak 


MARYLAND 
( 


A A 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b 
RURAL ond give negcest town) 


MIbSLEBVULE UONTHS 


OR INSTITUTIO 
PROOKF1 FEA MAN 6 NI H. 


e. 1S RESIDENCE 
ON A FARM? 


ves not] 


3. NAME OF First Middle > lost 4. DATE 
{Type or print) S$ ve fe Z IN GS DEATH 
S. SEX 6. COLGR OR RACE | 7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. 
ae wipowed [i] Divorced [] 4 


4 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) iz 
Mouse Kez PE kz. t Home YVARYLANS Lie 
14, MOTHER'S MAIDEN NAME 


1zA BETH EKING 


Address 


Wr fh App bd K fPE/M = 
5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yes, no, por ynknown} IF yes, give wor or dotes of service) 
lifd | 

18. CAUSE OF DEATH [Enter only ane cause per line for (9), (6). ond (<).] 

PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (a! 
Uy. DUE TO 
—9 fF a 
Conditions, if ony, which ts hte Arisetts ee 


gove rise to immediate 


couse (a), stoting the under. ( CUETO 
lying couse lost. (¢) 
3 Parr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
= 
$ Yes[] No] 
= |'200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
a 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
3 Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
2 pm 19 Jat work [] of work] ' 
21. | certify that | ee, the deceased from.____~Z 4 7, -IE, 1 7 to__ O77 (C7.2., 19.._,that | last saw the deceased 
alive an_ SL6L Zl Ca, , and that death accurred afl som fram the causes and an the date stated abave. 
2 ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL — 4 i VA. 
NL Se ke > rec Wcria dhettyns -, Pag 1 LZ. (Go 
PHYSICIAN'S : i 
name tves_M, 2, be) DELTSOA a MEW WINDS 6... LIA. 
Zo. BURIAL, CREMATION, | 22b. Ba enor Wc. NAME OF CEMETERY OR CREMATOR) 72d. PeNTIOn (City, town, or county) State) 
\ Bev oyAt (pe y ofp / 
2) . A Ch A/S LAID ] D) 
age pi, ‘ery SIGNATURE ,) ADDRESS: 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
, , 
WAY, App let Nfozeg/ LINJON DRA) EL jy low eT 1.3 ‘60 Onthun £. Gauss 


MARYLAND STATE DEPARTMENT OF HEALTH - 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 


Hour a.m. 


MEDICAL CERTIFICATION 


foctary, street, office bldg., etc.) ! 
p.m. \ 


4 Sy Pre DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 1 C 

— 11277 CERTIFICATE OF DEATH 259 
& 3 M 1 ba iit 2. it eee ae (Where deceased lived. If institution: Residence before admission) 
ese °. 3. b. COUNTY 

ate rroll MeRTEaN: Maryland Balto,City “ 
= Se b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
§ 34 RURAL and give nearest town} 2Y0LEA 
ees 2yrs.10mos.1&says Baltimore 1 F 
ae = a d. NAME OF HOSPITAL (If not in hospital, give street address) d, STREET ADDRESS 1S RESIDENCE 
Lo oe ee o/ Fx, OR INSTITUTION ON A FAI 
9: - Springfield State Hospital 837 Hamilton Terrace 

2 

= 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
allie homed DECEASED OF 
ies < (Type or print) Alice Stanley Tucker DEATH October a 19 60 
= Ses S. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIECE) | 8. DATE OF BIRTH a fod (ines FUNDER LEAR IF UNDER 24 HS. 

= 5S jonths lon is 
5 3e8 Female White |wiooweoo  ovoreo) | January 2h, 1882) “787. Peles aed 
4 & a g 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
¢. 88s during most of working life, even if retired) 
eas Be Secretary - Maryland U.S.A. 
25 : a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Bae 
g 233 William Tucker Blanched@a O'Hara 
2 = 8 2 ee WAS. ne Bais U.S. epl) ancelh 16. SOCIAL SECURITY NO, |17. INFORMANT ws Address 
= c (es, 90, oF unknawn| yes. give wor or dates of service) 
B pes No ees 216-07~802 Springfield Hospital Records 
ee 
3 & 3 3 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c)-] QNTERVAL BETWEEN 
7. =a PART |. DEATH WAS CAUSED BY: 
= as PN TIMMEDIATE CAUSE Bronchopneumonia UI days 
mo eS 4y- y, / ~ DUE TO 
oo es v / 
“=p RIS) Conditions, if any, which (b) 
$ 3 ie gave rise to immediate 
caps fe hs cause (a), stating the under. ( DUETO 
ges- 7 lying couse lost. (¢) 
S625 Dyivgieeinetions 
eq 3g 6 = Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Sayed TO THE TERMINAL DISEASE tion. GIVEN IN PART t(0}|19. WAS AUTOPSY 
eo ataee emo) B. with, alcoh: oxicatjon with psychotic reactions PERFORMED? 
2ages Seasee yes] NOCK 
eae: one 5 20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
Cd oe te] OR CONTRIBUTING [] CAUSE OF DEATH 
< 
Fs] 
a 
> 
= 
= 
oO 
2 
a 
Zz 
é 
as 
SI 
<q 
[4 


d by the hospital or ottending physician. 


ed 

5 O85 

0 a 

2 $ o 

fu. 

528 i 5 ; 

23k 21, | certify that (I) (this haspital) attended the deceased fram._9, ‘1h, 4 add eee , ta_20, aeh OM , 19.._., that (I) (we) last 

3 

Sas saw the deceased alive an JUS A/OU 19___..,,and that death accurred 22U SRM eam the causes and an the date stated abave. 

os8 22a. SIGNATURE 22b. DATE 

ep ea Z ATTENDING MED. STAFF IGNED 

gs M.D. | PHYS. © __ Director PHys. 

fare if ic. PHYSICIAN'S 2d. ADDRESS 
3 A 

Mrs ‘) 5. Raymond Gladue, M.D. Springfiel# Hospital, Sykesville, Md 
ee © mS 
SSe°5 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State) 
2r3 o% REMOVAL (Specify) : 
oto ee Burial 10/1/60 Al) Hallows Cem, Ma, 
es 2b. REGISTRAR S SIGHATURE 


250. REC'D *h REGIRTAAE 


‘ea oy) ‘ LV fegu-r boxe Jl{ age J) {pate 


VS Sym ECTOR’S SIGNATURE. = ADDRESS 
: ; ) 
7 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12u54 


11278 


CERTIFICATE OF DEATH 


1. PLACE OF DEATH 


aoa Carroll ee 


2, USUAL RESIDENCE (Where deceased lived. 


o SAE Maryland 


If institution; Residence 
b. COUNTY 


b. CITY OR TOWN (if outside corporote limits, write 
RURAL ond give neorest town) 


c. LENGTH OF STAY IN 1b 


before admission} 


¥ 


c. CITY OR TOWN [IF outside corporote limits, write RURAL ond give nearest town). 


after death. Page 4 


y the funeral directar, 


m r ef 
Henryton 29 days Baltimore aVviut 
¢ 0. a d. NAME OF HOSPITAL (If not in hospitol, give street oddress) |[d. STREET ADDRESS @. IS RESIDENCE 
ww OR INSTITUTION - ON A FARM? 
Ss Henryton State Hospital 605 Pierce Street ves []_No &] 
“4 a eta First Middle Lost 4. ea Month Day Yeor 
{Type or print) Catherine Reaves Walker DEATH 10 29 19 60 
5. SEX 6. COLOR OR RACE [7. MARRIEDIC] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (ln year if UNDER 1 YEAR| IF UNDER 24 HRS. 
los! oy) | Month q 
Female | Negro wivowep [] pivorceo(] | March 3, 1931 3y ya ee | ore eee 


100, USUAL OCCUPATION (Give kind of work done} 
during most of PE life, even if retired) 
Housew1 


10b. KIND OF BUSINESS OR INDUSTRY 


11, BIRTHPLACE (Stote or foreign country) 


Wilmington, N.C. U. 


12. CITIZEN OF WHAT COUNTRY? 


S. A. 


13, FATHER'S NAME 
James Ryams 


14. MOTHER'S MAIDEN NAME 
Clara Reaves 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


“1 (Yes, 10, oF unknown) | (IF yes, give war or dates of service) 


No 


16. SOCIAL SECURITY NO. 


17. INFORMANT 


Address 


Catherine Walker 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b}, ond (c).] 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


Cardiovascular Insufficiency 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. Pages 1 and 2 shauld be 


, and in any event, within 72 haurs after death. 


cate has been signed by the attending physician and campletely filled 


21. | certify that (I) (this haspital) attended the deceased fram 


0, and that death accurred oe. 4OP fram the causes and an the date stated abave. 


Aor 
O¢ aX veto Fibrosis of lungs, far advanced bilateral 
= Conditions, if day, which tb tuberculosis 
£ gove rise to immediote 
it couse (0}, stoting the under. ( OVE TO E 
g?s lying couse lost. «;__Chronic alcoholism 
= 8 é Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. pee Ie Ne 
ES = 
= = yes[] no] 
a = 20a. ACCIDENT WAS UNDERLYING 1) 20b, DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 1B.) 
5 a OR CONTRIBUTING (1) CAUSE OF DEATH 
c © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE ‘OF INJURY {Home, form, | 20f. {City or town} (County) (Stote} 
3 a Hour 0. m. While Not while fctoty Peat Ret ctteemroe tear 
as g p.m, 19 lot work [] of work 1 


_ 19.80 that (1) (we) last 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 j 


NAME (Tyy 


dgars M. Maculans, M.D. 


3 

SG saw the decegsed alive an__. oS 

2 rH 

= 220. SIGNATURI 22b. DATE 

> , ATTENDING MED. STAFF SIGNEO 

= as %. Weer lee M.D. | PHYS. DiRECTOR &) —-PHYs. 1) 1023§260 
= 72. PHYSICIAN'S, 22d. ADDRESS 


Henryton State Hospital, Henryton, Md. 
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may be © 


239. a aaa DATE THEREOF 


gees r= Le 


Ven, bon: 


Bad. LOCATION (City, town, or cgi 
ecth wees Mid. 


(Stote) 


TO HOSPIT; 


¥. 
& TO FUNERAL DIRECTOR: After 


ADDRESS 7 


24, Fl RAL DIRECTOR'S SIGNATURE 250. REC'D BY REGISTRAR 25b. secon R'S SIGNATURE 
VR ANS (4) y i 
15M yay) awk ht VectseLe. DATE _NOV 7 60 Crt SL Pia 


> 
os F HEALTH 
a MARYLAND STATE te fps il 1, MARYLAND 11260 
ie fed as 
—_— ICAL RESEARCH AI — 
a) SIVISIONTGE sa CERTIFIC ATE OF DEATH Se 
1 gone ESIDENCE (Where deceased eit COUNTY i“ 
rf 2. USUAL RI 
= °STATE Maryland d give nearest fawn) 
te ATH MARYLAND - ate fis, write RURAL ond g >} 
- = 1. PLACE OF DE: a "emeeawana “appease og 
2 82 fy 9. Cou Carro —. LENGTH OF STAY IN Ib E 1S RESIDENCE 
= £3 (f /| aicarpe rain min, wee)" |e: Baltimore © ON-A FARM? 
Cai a Ay B. CITY OR TOWN [IF outide 16 days yes [] No 
£ Be * RURAL ond rie seeeril 5 lyr. d. STREET ADDRESS nk Court 
aes Rural - Sykes rin spt gve seat odes) x | 2215 Chapta = 55 Sees, 
3 3 “Seg tore Hospita a ee 
S OR INS “ lost 
= £4 ring iddh 2755 H R24 HRS. 
eS E First eae Williams Bear 9. AGE (In years [IF UNDER 1 YEAR| IF UNDE! Min. 
ee 
8: 3. NAME OF Annie (Anna) SERLGEan iano Months 
x 3- . Cree ‘or print) R RACE |7- MARRIED [XJ NEVER MARRIED [_] | 8- 9/15/72 12. CITIZEN OF WHAT COUNTRY? 
~ 2, 6. COLOR O1 P ORCED [] i ntry) | 
2 = 28 5. SEX Waite wibowep [] as S OR INDUSTRY |11. BIRTHPLACE (State or foreign cou USA 
pn WE ise TION (Give kind of work done] 10b. KIND OF BUSINES: "| Maryland 
ty PAI d} 
Ef NO be during mot of NS cya ees a a (unknown) 
P §z : Packing hous: Cunegunde ‘Address 
ic iE 
be Ce 13. FATHER'S NAMI ille, Md, 
oR + ai r INFORMANT esvi. 
Ca Sic Geor ge Weidinge: 16. SOCIAL SECURITY NO. ]17. 3 ‘ Hosp. wecords __Sykeeville, Ma. 
2 ote ASED EVER IN U, S. ARMED FORCES? Springfield ONSET AND DEATH 
2 B53 "Nanna eranioen) yn ge were Years 
% S58 bike [ ly one couse per line for (0), (b), and (.] 
Let a eke F DEATH [Enter on! 
=e 18, CAUSE O : Years 
eras PART |. DEATH Was caste ar) Chronic heart failure _ nowhtidsatnag 2 
Sines ae IMMEDIATE C. (mitral & aortic 
4 4 Ss ae UE TO i=) 
ny SS Ly O 2 tic heart diseas One day 
ee a Conditions, if onywhich to —_Rheuna’ ARTS) ee ee 
ce aay IN ” PERFORM 
= 229 ise to immediate DUE TO nia E CONDITION GIVEN, PER 
b BES Reiak tol reine imentnaad a Saran sur a pease 3 i thout Ysk) SOO | 
= Soup F lost. UTING TO. r. ate e a 
3 ag lying couse ITIONS CONTRIB! ental a © 
WS Son, ZT Pari, OTHER eee yndrone EA rigs fiaiey ie Peer Vor Por MSrianirPa) 
Seales © ) 2\Chronic Bra a_conge STuERD (Enter nature of 
2 33 c é 4 ya ne “porave in 0b, DESCRIBE HOW INJURY O: ea (Stote) 
268 t IDENT WA F DEATH 20F. (City oF towel 
For 56 = 2 SPATS BB cumReD in AGE OF UU gas ay 
3 £2oe 3 Jade evry WURY OC factory, street 
Eee 2 F INJURY Month, Day, Year ice Not while 0/10 19.60, thot QF (we) lost 
FS 22 $e & |e. THES Ne 1 ee Oot work 972 19 to___2 he data) stered bore: 
Estes 8 ae d the deceosed fram... 2/24. ____ 8:30 tom the couses ond on the 2b. DATE 
z3i72 (this haspitol) io. hot deoth occurred ot8s30M JIE 
of. 35 21. I certify that 10/10 1960. ond tho zs STARE 10 
o By 0) We are ae a 5 
3 £% 3 = sow the deceosed alive on.. MD. AnVENPING BliEcroR 5 sia Seale Hospital 
Z2eg es 220. SIGNATURE Wd. aporess Opringti. i kg ak 2s ee 
F=o38 Sykesville, Maryland __ ; 
BE) || mee mas manhe ne mm seine Ba (Stote 
< 56 Be ; Renee | eee ieee aon 
w PHYSICIAN'S n. . TION (City, 3 
o8es g ae Nae Mig wchaes | soe EMETERY OR CREMATORY 3310 Taylor Avenue 
338 2c, NAME OF CI °5 SIGNATURE 
2 REOF er ISTRAR'S SIGI 
es 3 erase | eres 0 Parkwood Cemetery 250. Rec ay REGISTRAR | 5b, REGIS ' 
& 38 cont 230. YAK fepecity 10-13- 6 3 60 Cdbnad ff, 
335 3% BUR’ = ‘ADDRESS t 
& EO at 24. FUNERAL DIRECTOR'S 2, 1217 St.Paul Stree 
ee wm. Cook,Inc., 
1S (4) 
We srs . 


MARYLAND STATE DEPARTMENT OF HEALTH 
aa « eek a, &JATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


sit 


DEPT. 


Sc 
it) 
=~, —_ 


= 
= 


LISERCE DE DER 7 ~ || 2. USUAL RESIDENCE (Where deceesed lived, If Instilution: n 
= 7 @. STATE b. COUNTY 
3 hel manviano |” PRYL AYVD CARROLL _ 
SE b. CITY OR TO' -orporete limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN'(IF oulside conporete limits, write RURAL end give he town) 
5 write RURAL end give peerest town} iE 7 R 3 
2 hue ste YEARS _|_WesTiNSTER 2] 
5 d. NAME OF HOSPITAL OR INSTITUTION (if no! in hospitel, give street eddress) @. STREET ADDRESS IS RESIDENCE 
& ON A FARM? 
=X |. Ge GOURT ST EXT |} ¢ovrT ST EXT! | wtincy 
a ME OF First “Middle _ 4 DATE” Month Dey “Yeer x, 


* DECEASED | 
ype Fein Ofan yen WW Lud _| Bam o@r 42 _» go 
6. COL LM 8. D, of 8 


PS. SEX 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
7, MARRIED [ZHNEVER MARRIED [] oe birder ose ere ea cst SH 


a ou winoweD [} _pivorcép [] k JULy YA G- SGSS 42, 


USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) ~ | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, even if retired 
13. ‘a aie ME ST. é. House wekh i mys BR Y Lf WV. 3 miey: . 


“S NAME 14. MOTHER’: 


TOV E ELIZABETH  ApBmMsS — 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 2 “SOCIAL SECURITY zie 17, INFORMANT Address 


HO F-20478 HOWARD. ek S_ WEYL WINDS fe Mb 


18. CAUSE OF DEATH [Enter only one couse pez line for (2), of ‘end (c¢).. ey) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Cais ONSEnnemes'G 
on. IMMEDIATE CAUSE (o)__C 2. See = 
J nm DUE TO 


Conditions, if #hy, which (b) 
geve rise 1o immedioto couse 
(9), steting the underlying 
cause lost, 7 a) 


Months| Deys 


Hours | Min. 


ive Pages 1, 2, and 3 to the funeral director. Page 


along with form PM3, Page 5 may be retained for your files. 


ent within 72 hours after dea 


it. File pages 1 and 2 with the 


ransit perm| 


PART Il. OTHER SIGNIFICANT CONDITIONS ¢ 


TRIBUTING TO DEATH B (L DISEASE CONDITION GIVEN IN PART we 19. WAS AUTOPSY 


PERFORMED? 
| es RR No [] 

/ 2060. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in or Pert Il of item 1B.) i... =o ae 

PRIMARY [] or CONTRIBUTING [1] 

CAUSE OF DEATH. 

20. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 20%. (City or town) ~ (County) —{State) 


Hour a.m, While __Not While __ | fectory, street, office bldg., ete.) | 


work [_] at work [_] | t 


19 
'y that I took charge of the remains described above, held an Autopsy 


21. 1 cer 
death resulted from: / Natural causes 


Inspe n ES}. Inquiry ES 
Accident [], Suicide ["], Homiside Be. Undetermined manner [_] 


CHIEF MEDICAL EXAMINER [_] 
ASSISTANT MEDICAL EXAMINER Ba DATE SIGNED 


DEPUTY MEDICAL EXAMINER [_] 
LY Vi A 0. ES cae Address (Street, city, town, or county) /bf23, 
22e. BURIAL, CREMATION,| 226! BATE THEREOF “| 22e. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, o L24, p5) 
By pe (Specify) 


Bupa OCT Zs- is MNT Joy 4Wi¢ 


ADDRESS 4e. REC'D BY REGISTRAR 


DATE OO 2 6 60 


ACTUAL . 
SIGNATURE Whe. 


M.D. 


'Y MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. ® delay is necessary, 


EXAMINER'S 
NAME (Type) 


leases ecute the certificate, writing the word “pending” in pencil in Item 18. 


z } 


4 should be forwarded to the Chief Medical Examiner's Offi 
or its designated agent, prior to burial, cremation, or removal, and j 


TO PUNERAL DIRECTOR: Page 3 should be used as a buri 


TO 
ple 


‘24b. REGISTRAR’S ia 


‘. 
Pea tod eats 


